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This interdisciplinary curriuclum is intended as a 
fraunework for teaching a families course. It is designed to tie used 
with graduate students studying early intervention work with families 
of young children with disabilities. The curriculum attempts to 
provide students with information related to family theory, research, 
policy, and law with direct application for working with families. It 
provides students with opportunities to apply this information to 
their own experiences as family memJaers and as professionals working 
with families, and opportunities to engage in interdisciplinary 
discussions and activities. The instructional objectives covered 
the curriculum sure at the knowledge and attitude levels, rather than 
at the behavioral level. Section I provides an overview of the 
development of the curriculum. Section II contains the course 
syllabus and eleven 3-hour modules. Each module is described in terras 
of student objectives (either knowledge-based or attitude-based), 
suggested readings, and suggested student activities. The 11 modules 
cover: a rationale for an interdisciplinary approach to early 
intervention, family theories, family adaptation, models for an 
empowering approach to families, the family as members of the team, 
identification of family resources and concerns, collaboration in 
goal setting and intervention, communication strategies, and service 
coordination. Section III contains course and student evaluation 
information. Section IV provides a bibliography of appro-.»imately 100 
references. Appendices contain a list of student competencies for 
working with families in early intervention, figures and tables for 
reproducing overheads, and training materials related to the student 
activities. (JDD) 
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Ors^nizatim of the Manual 



The manual is divide into five sections. Secti<m I, Background and Overview of the 
Curriculum, provides an overview of the development of the interdisciplinary 
families currioilum. Section II of the manual contains tiK Course Syllabus and 
Nodules. Each module is (kscribed in terms of 1) stiuient objectives, identified as 
bdng either knowledge-based (K) or attitikte-based (A); 2) suggested readings; and 
3)suggested student activities. Section III contains course and student Evaluation 
information. Section IV is die Bibliography. Section V is the Appendix. The 
Appendices c<Hitain a list of studoit competc^es for working with fiunilies in early 
intervention, figures and tables for reproducing overheads, and training materials 
related to the student activities. 

This curriculum is intended as a framework for teaching a families course. 
The content has been defined in terms of 11 three hour modules which basically 
con^)rise a semester-long course. Faculty using the manual will probably want to 
expand and modify in %vays that work best for them and their students. Other 
curricula related to woridng with families in early intervention that may be helpful 
are listed below: 

Tumbull, A. P., & Sergeant, J. (IPSO). Instructor's Manual to accompany Families, 
prt^kssionals and exceptioff^dity: A special partnership (2nd ed.). Columbus, OH: 
Menill Publishing Co. P.O. Box 508, Columbus, OH 43216. 

Kilgo, J., Clarke, B., & Cox, A. (1990). Interdisciplinary infant and family services 
training: A professional training model Richmoivi, VA: ^rginia Institute for 
Developmental Disabilities, Virginia Commonwealth University, 301 W. Franklin 
Street Box 3020, Richmond, VA 23284-3020. 
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Background & Overview 



Best Practices 

Woridng in partnership with £unilies and other professionals has become a primary 
mission for early interventionists. Although different labels have been used to 
describe this interdisciplinary focus on families, including family-foctised 
intervmticm (Bailey, Simecmsson, Winton, Huntington, Comfort, Isbell, ODoni^ll, 
& Hehn, 1986), funily-centered care (Shelton, Jeppson, & Johnson, 1987), and 
family enablement and empowerment (Dtmst, Trivette, & Deal, 1988), certain 
central assumpticms are shared across models and disciplines. These include the 
following: 

1. Family-centered: We recognize that the family is the constant in the child's life 
while the service systems and personnel within those systems may be involved 
only episodically. 

2. Ecologically-based: In our work with families we need to consider the 
interrelatedness of the various contexts which surrotind the child and femily. 

3. Individualized: Since the needs of each child and each family may differ, services 
should be individualized to meet those unique needs. 

4. Culturally sen^tivr. Families corns, from different cultures and ethnic groups. 
Families reflect their cUversity in their views and expectations of themselves, of 
their children and of professionals. Services should be provided in that are 
sensitive to these variations and consistent with family values and beliefs. 

5. Enabling and empowering: Services should foster a family's independence, 
existing and developing skills, and sense of competence and worth. 

6. Needs-based: A "needs-based" approach starts with a family's expressed 
interests and collaborates with faniUies in identifying and obtaining services 
according to their priorities. 

7. Coordinated service dclhrery. Families need access to a well-coordinated system 
of services. 

8. Normalized: Programs work to promote the integration of the child and the 
family within the community. 
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9. Collaborative: Early intervention services should be based on a collaborative 
relationship between femilies and professionals. 

Thi passage Public Law 99457 in 1986 established a firm philosophical as well as 
functional basis for an interdiscipliiuuy family-centered approach in early 
intervention. This law was stregtli^ned through its subsequent reauthorization: In 

1990 it was renamed The Individuals with DisabUities Education Act (IDEA), aikl in 

1991 P. L. 102-119 reauthorized the infant and toddler compomnt of the law 
(known as Part H) by creating more family-centered langua^ and requirements for 
how services are to be provided Philosophically, this legislation emphasizes the 
interrelationships amoi^ children, famili^ and comnumity services. They establish 
family support and interdisciplinary collaboration as goals for early intervention 
services. Specifically they require a team approach for assessment and program 
planning that includes fanoUy members as the primary decision makers. 



PersosBtl Preparatkni 

One of the key components to programs under IDEA being successfully 
implemented is the preparation of qtialified personnel to carry out the legal 
mandate. Unfortunately recent surveys of esdsting pers<mnel have indicated severe 
shortages in the field (Meisels, Harbin, Modi^iani, & OUen, 1988; Yoder & Coleman, 
1990). Hiese personnel shortages will likely increase because of the demands for 
expanded services required by the legislation. An a<kUtional concern relates to the 
extent to which early intervention professionals are adequately trained to 
implement the law before entering ti^ work force, A series of surveys carried out 
through the CaroUna Institute for Research on Infant Personnel Preparation 
(CIRIPP) suggests that existing preservice training programs within many of the 
disciplines most closely associated with early intervention are currently providing 
little specialized content in the areas of irking With families or in interdisciplinary 
contexts (Bailey, Simeonsson, Yocter & Huntington, 1990). What is more alamiing is 
the evidence that existing preservice programs are not likely to be ei^ded or 
changed in orcter to address the peruinnei needs generated by the IDEA legislation 
(Bailey, et al., 1990; Gallagher & SUples, 1990). A major barrier to program 
developm«it ar^ eiq^ansion identified in this literature was lack of qualified faculty. 



Need for Preservioe Famiiies Canriailimi 

The data reported above suggests the need for curriculum material to aid faculty 
members who may be asked to teach courses or modules related to working with 
famiiies in early intervention and who may not have the b^ground, knowledge 
and skills to comfortably do so. Information from the Bailey et al, 1990, paper 
indicated that to enoire nunmum usage, materials should be designed in ways that 
promote fledbility and modifications. 



CuTicnlmii Developmeat 

Hie interdisciplinary families curriculum was developed and field tested from 1988- 
1992 on the University of North Carolina at Chapel HOI (UNC-CH) campus under the 



aijispices of the Carolina Institute for Researdi on Infant Personnel Preparation 
(CIRIPP) and with the assistaiKe of Institute staff and faculty (see cover sheet for 
acknowled^n^nts). The presence <^ an interdisdpUnary Institute &culty provided 
an opportunity to develop a curriculum that ym injly interdisciplinary in focus. In 
addition, the participation of Institute faculty in field-testing manmized the 
possibilities that the core semester-long curriculum mi^t form the basis for 
modules or other curricula designed specifically for disciplinary preservice training 
programs. 

An original version of the curriculum was field-tested in 1989 in a semester 
long course with graduate students (n-SS) and faculty (nalS) representing the 
following 12 disdpUiKs: audiology, developmental psychology, medicine, nursing, 
nutrition, physical ther^, public health, occupational therapy, social work, 
speech/language patiiology, special education, and school psychology. Revisions were 
macte, based primarily oil feedback from this group, and the current curriculum 
was field-tested in 1990 (n=2a), 1991 (n«27), and 1992 (n-26) with interdisciplinary 
groups of graduate students. 



Coateflt 

A set of core competencies based on assuri^tions and roles that cut across the key 
disciplines aiKl derived from aurrent literature defining t^t practices in working 
%vith £unilie$ of children with disabilities (Bailey & Simeonsson, 1988; Durst, 
Trhrette & Deal, 1988; Tumbull & Tumbull, 1990) was developed by the author in 
1988. The competencies are defimd in terms of specific conceptual (knowled^), 
perceptual (attitu^) and behavioral (practii^) skills. (See Appendix A for a list of 
these con^^etendes). These competeiKies were ti^ basis for the curriculum that 
was field tested in 1989. 

The interdisciplinary group of faculty and students who field-tested the 
curriculum were asked to prioritize content areas. Feedback from this group 
invohred redtuing the amoio^ of time spent on theory and increasing the amount of 
time on information related to praOice. This feedback was used to refonnulate the 
curriculum in terms of cont^ onphasis. 

Because the curricuhmn only addresses coursework related to working with 
families aiKi does not ii^ude information for planning and supervising practicum 
placements, the instructional objectives covered in the curriculum are at the 
knowledge and attihKie levels. In order to atklress behavioral skills, oi^rtunities 
for repeated practice and feedbadt are necessary (McCollum, 1982). An integrated 
training experience in which coursework and practicum pUc^nents are coordinated 
has been describf^i as essential in preservice training of teachers (McCollum, 1982) 
and human service providers (Anthony, Cohen, & Farkas, 1988). It is recommended 
that the core competencies listed in Appendix A be used to coordinate the families 
curriculum with practica sites. In addition, student activities that promote 
application of Id as to clinical settings and practice sites huve been included in the 
curriculum 

It is important to emphasize that working with ^milies is a complex process 
thai goes far beyond what can be covered in one semester. The curriculum 
provides a solid base for further training. 
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Rccomtt^mted Instntctkmal Metiiod 

Althou^ cofitoit is ctear^ an important component of any curncuia, instructional 
methods for oHive^i^ conteitf play an in^ortant role in achieving long-ran^ and 
higl^r level goals for stiMkitts (McKeadiie, Pintrich, Un & Smi^ 1986). Because a 
ftfimary goal (hiring the 1989 field-testing, in addmon to achieving iden^ 
outcoims, was to facilitate discussion anumg t}% interdisciplina^ group of f^tlty 
and student partidpaitfs in order to further curriculum developn^nt, some thiHight 
was gh^ to }fMd\ instructional methods mi^t accomplish this. A decision was 
made that the author and guest lecturers would act primarily as £iKdlitators of 
.discussion rather than leitoers/instructors. Tim field-test daU iiulicated that the 
peer learning and teaching that resulted from this instriK^tional strategy was oi» of 
the most valuable aspects of the course. Tt^rdbre, during tt^ 1990 field-testing of 
the revised curriculum, a similar teaching method was used. This discussion- 
oriented approach has much in common with the student-c«itered approach 
described by McKeachie, et al., 1986. The following din^ions of the student- 
centered appTOtch (ktscribed by McKeachie et al., 1986, characterized the instuc- 
tional strategy used: 

1. Student-student interactions are encouraged; 

2. Student participation and discussion are ezKouraged and emphasized; 

3. Instructor axepts rather than criticizes or rejects erroneous or irrelevant 

student contributions; 

4. Tests and gr^ks are de-em{^ized. 

Data from the 1990 field-testing indicated that students responded positively to this 
instructi(mal ai^oach. (See Evaluati(m section). 

Several factors related to the content of the curriculum add to the length of 
these data in encouraging the use of a student-centered instructional approach. 
Ftist, the emphasis on family stqiport is new. There is a strong possibility that the 
approach to j^milies being pr(»noted in the curriculum is not being supported in 
other university courses or being in^lemented in practica sites where students 
may be placed. This creates a challenge for stiklents as they try to reconcile 
conflicting ideas and information. Providing opportunities for discussion and for 
disagreement allows students a chance to air these concerns in a supportive 
atmosphere, it makes it more likely that the ideas and information will be 
internalized as stiulents interpret what t^y are seeing in practica sites, reading in 
the literature, and hearing in courses within the context of the family support 
movement. 

Second, in spite of broad-based agreement that family support is important, 
different disciplines have different theoretical and practice traditions related to 
working with families. These differences are reflected in the variability across 
disciplines in terms of time devoted to infency and family content in preseivice 
training programs {Bailey, et al, 1990). For instance, the ecological model for 
providing services with a focus on families has been a part of the social work 
curriculum since 1901 (WeU, & Karls, 1985); this concept is a relativebr new one for 
other discipline. This suggests that students from different disciplines may enter a 
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^milies course together with different levels of preparation. In addition, graduate 
stu(knts within the same disapline nuy differ greatly in torms of work experience 
and badq^ound training (Bailey et ai., 1990). The student- centered approach 
fedlitates the sharing ^f these different impectives and Imowied^. It provicks an 
opportunity to demonstrate that each discipline aiKl each iiKlividuai may t>e uniquely 
prepared with different strengths and weaknesses for working in early 
intervention. 

Third, there are disciplinary difiierefKes in terms oi basic terminology used in 
early intervention. Words like "intervention" or "case management" can mean 
different things to different disdplims. Terminolo^ and acror^ms understood 
within one discipline leave students hrom other disciplines staring blankly. A 
student-centered apinroach increases sensitivitv to the use of jargon and encourages 
the development of a shared definition of words and terms. 

Finally, the evohdng nature of how to best implement the ideas associated 
with the femily support moven^t make discussion a critical component to a 
^unilies curriculum, lliere is no (h» model or set of procedures or skills that have 
been defined for providing family support Therefore^ encouraging students to 
become actively invoh^ in tl^sr own learning throu^ discussion of issues may 
encourage tkmn to take a les^krship role in helping tl^ agn^es in M^ch they will 
soon find positions ctefine and implement a more family-centered approach. 



Ifltegratiiig the Case Stody Bfethod of Instmctkm 

During 1991 a version of the curriculum integrating the Case Method of Instruction 
was field-tested with an interdisciplinary group of graduate students (na27). The 
Case Method ctf Instn^on is a strata in vMch real^c cases, for which there is no 
one obvious solution, are given to students. The instructor facilitates discussion or 
other activities which gui(te ti^ stwlents throu^ the process of generating a course 
of action that they woukl take if ihey were prctfessionaU working with the family. 
The cases and actwiUes used were from The Families We Serve, written by 
P. J. McWilUam who also served as co-instructor of the course. More information 
about the Case Study Method Is available in The Famili^ We Sertfe, including 
guidelines for u»ng cases in training, student activities related to the cases, a matrix 
suggesting specific cases that are particularly relevant to various &mily content 
areas, and 8 case stidies. Althou^ evaluaticm data is not yet available from this 
effort preliminary feedback indicates that students are positive about the 
experience. 



Target Aadknce 

Ideally this curriculum would be offered to an interdisciplinary group of graduate 
students. However, there are barriers to attracting an interdisciplinary group 
i'ldwiing: 1) student schedules being filled witli core courses required by their 
respective disciplines; 2) lack of resources, such as faculty, because their time is 
taken up by other commitments and priorities; 3) difficulty in scheduling a course 
that does not present a time conflict with the numerous practica placements and 
disciplinary coursework; and 4) lack of administraUve support, in general, for 
interdisciplinary collaboration. The rewards for overcoming these barriers are 
evident firom the student evaluations. When asked the open-ended question, "What 



is the best part of this course?", the majority of students imrlude something about 
learning from different disciplines. Given the difficulties in gathering an 
interdisdi^inary group, tht tar^t audience for a curriculum mch as tiiis om may 
be early chiidt^od special edtKatior. graduate students* Special ediK:atiofi has been 
identified as being in a stroi^ positicm to resiMMui to the personnel preparation 
initiatives called for by the IDEA legislation (Gallagher & Staples, 1990). Even 
without tltt presence of students fnmi a variety of disciplines, the interdisciplinary 
focus embefkied in tbt curriculum shmild provide stuc^its from a single di^pline 
with information helpful in preparing them for working in an interdisciplinary 
^shion. 
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Course Syllabus 



Broad (^jectives 

1. To provide participants with information related to ^mily theory, research, 
policy and law %^ch has direct application for working with families of young 
children with disabilities. 

2. To provide participants with opportunities to apply this information to their own 
experien<^ as family members and as professionals working with families. 

3. To provide participants with opportunities to engage in interdisciplinary 
discussions and activiti^ related to working with families in early intervention. 



Recommended Texts and Readings 

1. Bailey, D. B., & Simeonsson, R. J. (Eds.). (1988). Family assessment in early 
intervention. Columhis, OH: Merrill Publishing Co. 

2. Dunst, C, Trivette, C, & Deal, A. (1988). Enabling and empowering families: 
Principles and gmtkliim /br practice, Cambridge, MA: Brookline Books. 

3. Johnson, B. H., McGonig^l, M. J., & Kaufmann, R. K. (Eds.). (1991). Guidelines 
and recommended practices far the individuaUzed family service plan (2nd ed). 
Bethesda, MD: Associati(m for the (^e of Children's Health. 

or 

Johnson, B. H., McGoni^l, M. J., & Kaufinann, R. K. (Eds.). (1989). Guidelines 
and reammtended practi(xs for the ir^widutdized family service plan, 
Washington, DC: Association for the Care of Children's Health. 

4. Tumbull, A. P., & Tumbull, H. R. (1990). Families, professionals, and 
exceptionality: A special partnership (2nd ed.^. Columbus, OH: Merrill 
Publishing Co. 



Coateiit Oiatli&e 

INTRODUCTION 

Introdactory Nodnte — Introduction to the course (rationale, broad goals, format, 
assignments and evaluation strategies); Pre-course student outcome measures 
(see Section III); Introduction of course content related to an ecosystemic 
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paradigm for understanding intervention with families and a brief overview of 
P. U 99-457 and its subsequent reauthorization. 

Modfik I — Developing a rationale for an interdisciplinary approach to early 
intervention 

THEORETICAL PERSPECTIVES 

Module 2 — Family theories: Systems and life cycle perspectives 

Modtik a— Family adai^on: Impact of child and ^unily factors 

Module 4 — Family adaptatioa* Impact of culture, community, and intervention 

Module 5 — Developing an empowering approach to ^milies: Models of helping 

APPUCATIONS TO PRACTICE 

Module 6~-Application of principles to practices: The Individualized Family Service 
Plan and the family as members of the team 

Modttk 7— Application of principles to practices: Collaborating with feunilies in child 
assessment 

Module ft—AppUcation of principles to practices: Identifying family resources, 
priorities and concerns 

Module 9— A|)pUcation of principles to practices: Family-professional collaboration in 
goal-setting and intervention 

Module 10 — ^Interviewing and communication strategies for identifying family 
priorities and resources 

Module 11 — Service Coordination 
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- - ■ - ■ - ■■ - - 

Introductory Module 
Course Overview 



Partidpant Objectives 

1. Participants will know the structure and format for classes, expectations for 
participants, and other general information related to the course (K). 

2. Participants will demonstrate knowled^ of an ecosystemic paradigm as a way of 
understanding broadly the interrelationships between "at risk" young children, 
faniilies, tiiie social, cultural and political environments and the role of early 
intervention. (K) 

3. Participants will espouse the belief that an individualized approach to service 
delivery, which takes into account the context in which the child resides, is the 
most ^ecthfe t^sproach. (A) 

Reading 

1. Ooms,T. (1990). Implementation of 99-457: Parent/Professional Partnership in 
Early Intervention. Family Centered Social Policy: The Emerging Agenda, 
Washington: AAMFT. r). 6-11. 

2. Jeppson, E. S. (1988). Parents take priority in family-centered care. Family 
Resource Coalition Report, 7(2). 

3. Gurahiick, M. J. (1991). The next decade of research on the effectiveness of early 
intervention. Exceptional Children, 58{2), 174-183. 



Supplemental Readings 

1. Hauser-Cram, P., Upshur, C, Krauss, M. W., & Shonkoff, J. (1988). Implications 
of Public Law 99-457 for early intervention services for infants and toddlen with 
disabilities. Social Policy Report, ISliZ). 

2. Healy, A., Keesec, P. D., & Smith, B. S. (1985a). Early development In Early 
services fof children with special needs: Transactions for Family Support (pp. 
15-32). Iowa City, Iowa: Univ. of Iowa Hospitals and Clinics, Department of 
Pectiatrics. 

3. Healy, A., Keesee, P. D., & Smith, B. S. (1985b). Early intenrcntion: Themes for 
services. In Early services for children with special needs: Transactions for 
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family support (pp. 1-13). Iowa City, Iowa: Univ. of Iowa Hospitals and Clinics, 
Departn^t of Pediatrics. 

4. Tumbull, A. P., & Winton, P. J. (1984). Parent involvement policy and practice: 
Current research and implications for fomilies of youn& severely handicapped 
chUdren. In J. Dlacher (Ed.), Severe^ hamUcof^ children and their families: 
Research in review {pp. 374-395). New York: Academic Press. 

Suggested Teaching Activities 

L The instructor may want to show the videotape, "Family-Centered Care for 
Children with Special Health Care Needs".^ Participants could be asked to 
identify assimiptions, principles, ideas about intervention that are illustrated or 
d^ed in the video, as they watch it Hi^ could also be asked to consider the 
extent to ^ch the video addresses issues related to cultural diversity. These 
observations could provide the basis for a large group discussion. 

2. As a result of the discussion, the instructors may want to focus on the following 
main ideas: 

a. Ecological perspecthre: Show overhead of diagram (see Appendix J, 
p. A^ and discuss different contexts or elements surrounding 
child and interctependence of different contexts. 

b. Policy/legal/sociohistorical context Brief overview about current 
policy as reflected in IDEA legislation. Describe law in terms of 
Part H (see ^q)endk J, p. BB) and Part B and emphasize vAiy this 
is considered to be sudi fax reaching legislation. (Emphasize state 
and local autonomy and status of different states in regard to 
implementation). 

c Family-centered approach: Not only does this make sense, this is 
now ]»rt of public policy. What does this mean? Is it the same as 
parent involvement Are professionals reacfy for this? 

d. Interdiscipl^nary/interagency focus: Not only does this make sense, 
this is now part of public policy. What do^ it mean? How can it be 
accomplished? 

e. Rationale for this interdisciplinary families course has been 
outlined above. Most of us receh^e discipline-specific training 
related to children. This is an opportunity to broaden our 
knowledge-base and to consider issues related to v.orkk^ together 
with children and ^milies that cut across each of our disciplines. 

f . E]q)lanation of Organization of Course Modules 



♦Video available from Association for the Care of Children's Health,, 7910 Woodmont Ave., Suite 
300, Bethesda. MD. Telephone number (301) 654-6549 or FAX (301) 986-4553, 
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Module 1 

Developing a Rationale for an Interdi5cq»linary 
Approach to Eariy Intervention 



Psurtidiiaiit Ol^jectives 

1. Participants will be able to describe briefly the major roles on the early 
intervention team of tb& following disciplines: special edtK:ation, psychology, 
speech/Iangua^ pathology, occupational therapy, physical therapy, audiolo^, 
social wori(, nursing, medidne, and nutrition. (K) 

2. Participants will be able to describe briefly three models of disciplinary teaming. 
(K) 

3. Participants will be able to describe briefly the dimensions of individual 
characteristics, group characteristics, group process and situational factors that 
in^Kict team dynamics. (K) 

4. Participants will espouse the belief that early intervention is not the work of a 
single discipline but must be conducted in collaboration with other disciplines in 
order to be effective. (A) 



Readings 

1. Thurman, S. K., & Widerstrom, A. H. (1990). Infants and young children with 
^jecial needs: A deeeU^mental and ecological appnx^, (2nd ed.) (pp. 222-230). 
Baltimore, MEh Paul H. Brookes Publishing Co. 

2. Nash, J. (1990). P. L. 99-457: Facilitating family participation in the multi- 
disciplinary team. Jmtmal of Early InteruenHon, 14{A), 318-326. 

3. Dunn, W., & Staff. (1990-1, Winter). Service provision challen^s of team work. 
TransitionSf 14. 

4. Dunn, W., & Staff. (1990-1, Winter). Training for interdisciplinary team work. 
Transitions, 8-11. 




Supi^eiiieatal Reelings 

1. Bailey, D. B., Palsha, S. A., & Huntington, G. S. (1990). Preservice preparation of 
special educaton to serve infants with handicaps ami their families: Current 
status and training needs. Journal Early Ini^rmition, 14{X), 43-54. 

2. Bailey, D. B., Simeonsson, R. J., Yoder, D. E., & Huntington, G. S. (1990). 
Preparing professionals to serve intuits and toddlers with handicaps and their 
families: An integrative analysis ^oss eight disciplines. Exceptional Children, 
Sni), 26-35. 

3. Crais, E. R., & Leonard, C. R. (1990). P. L. 99-457: Are speech/language 
pathologists prepared for the challenge? v4s^ft ^4), 57-61. 

4. Cochrane, C. G., Farley, B. G., & Wilhelm, 1. J. (1990). Preparation of physical 
thers^jists to work with handicapped in^ts and their families: Current status 
and training iweds. Journal of Pfu^cal Therapy, 70{S), 372-380. 

5. Holditch-Davis, D. (1989). In light of P. L. 99-457, how well are novice nurses 
prepared? In Touch 7(2), 5. 

6. Humphry, R., & Link, S. (1990). Entry level preparation of occupational 
therapists to work in early intervention programs. American Journal of 
Occupational Therapy, 44(91 828-833. 

7. Kaufman, M. (1989). Are dietitians prepared to work with handicapped infants? 
P.L. 99-457 offers new opportunities. Journal of the American Dietetic 
Association, 89(11), 1602-1605. 

8. Golin, A., & Ducanis, A. (1981). The team and tiie csceptional child. In The 
intenUxiplmary team: A handbook for the education of exceptional children (pp. 
1-11). Rockville, MD: Aspen Publications. 

9. McCormick, L, & Goldman, R. (1979). Tlie transdisdplinary model: Implications 
for service deUvery and personnel preparation for the severely and profoundly 
handicapped. A4£S/W /?«^ea^, ¥(2), 152-161. 

10 Center for Educational Development Team dynamics and the decision-making 
process. In Project BRIDGE: Decision-making for early services: A team approach 
(pp.42-58). Elk Grove Village, BL: American Academy of Pediatrics. 
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Suggested Teadiing Activities 



L Through a panel presentation and large group discussion centered around a case 
vignette (ti^ Mack fsmXy could be used; see A{q>endix J, p. CC), representatives 
of selected disciplines mi^t ^tescribe the typical role on an early intervention 
team of professionals from their disciplines. They will present the following 
information related to the case vignette: 

a. their typical broad role vis a vis the team and the family 
(consultant direct servi^ provifter, service coordinator, etc.); 

b. their role in child assessment (context, measures used, 
mechanisms for reporting results) 

c their role in identifying £unily priorities and resources 
d their role in developing an intervention plan 
e. their role in implementation of that plan 

If time permits, they will then be asked to describe chants in their roles and 
functions that mij^t result if changes in the case illustration were made (Le., the 
child and £unity were seen in a different setting because of change in age or 
hand'capping condition). 

2. Prior to class a matrix listing the questions identified above could be created on 
the flipchart During the presentation, this information could be recorded on a 
flipchart During the pai^i the responses of individual disciplines could be 
recorded on the flipchart 

3. Class discussion might focus on the impact on the &mily of many different 
professionals needing to interact with child and fomily, the impact of different 
models of disciplinary teaming on families, and teaming strategies that are 
supportive to families. 

4. An overiiead of the Project BRIDGE chart (see Api^ndix J, p. DD) will be shown 
to highlight and stmunarize comments related to individual characteristics, 
group characteristics, group process, aiui situational factors that impact team 
dynamics and £amily-professi<mal relationships. 



Note: When selecting panel representatives, it is helpful to select professionals who 
actually provide direct services. It may also be helpful to discuss this class session 
at the beginning of the dass the following week. This gives students a chance to 
reflect on the experience. Hie following questions mi^t be addressed: 

a. Do yoL feel you got a better understanding of oiher professional 
disciplines? your own? 
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b. Did the panelist accurately represent your discipline? What 
additional information would you have liked for the class to have 
heard about your discipline? What additional information would 
you have liked about other disciplines? 
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Module 2 
Family Theories: 
Systems and Life Cycle Perspectives 



Partidiiaiit Ob^ctives 

1. Participants will demonstrate knowledge of three key components of family 
systems and life cycle theories (subsystems, boundaries, and hierarchies) and 
their implications for intervention with fimnilies. (K) 

2. Participants will espouse the beUef that ti» young child is best understood in the 
context of the 6unily, and change or intervention directed at ont family member 
affects every other member. (A) 

3. Participants will describe how changes over time (development) of 
Ulness/disabiHty, indmdual, and &mily systems interact and can influence family 
functioning. (K) 

4. Participants will espouse the belief that an individualized approach to 
intervention with families that is sensitwe to ongoing changes in the 
development of the illness, the individual, the family system, and the social 
context is most effective. (A) 



Reading 

1. Foster, M., Berger, M., & McLean, M. (1981). Rethinking a good idea: A 
reassessment of parent involvement. Topics in Early Childhood Special 
Education, i(3), 55-65. 

2. Holland, J. (1987). Chronic illness and the life cycle: A conceptual framework. 
Family Process, 26, 203-221. 

3. May, J. (1991). Commentary-What about fethers? Family Support Bulletin, p. 
19. 
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Sttpplen^tal Readings 

1. Minuchin, P. (19S5). Families and iiktividual development Provocations from the 
field of funily therapy. Ould Dm^qunmt, 56, 289-302. 

2. Apontc, H. J. (1986). "If I don't ^t simple, I cry*. Family Process, 25, 531-548. 

3. Andrews, J., & Andrews, M. (1990b). Ttie systemic perspective. In Family-based 
treatment in communicative disorders (pp. 5-22), Sandwich, IL: Janelle 
Publishing. 

4. Tumbull, A. P., & TumbuU, H. H (1990). Family interaction. In Families, 
professionals and exceptionality: A ^Decial partnership (2M ed.J (pp. 52-76). 
Columbus, OH: Merrill Publishing Co. 



Suited T«^ii]ig Activities 

l.*Family Sculpture Project: Students might be asked to do this project for 
homework. For some students this assignment may be difficult, especially if 
they are in the middle of a ^imily crisis. It is important to stress that sharing the 
infonnation will be on a vohmtary basis. Students will need colored construction 
paper, glue, scissors and pens in order to do this project Refer to the 
Wedemeyer and Groterant (1982) article for pictorial examples of this project 

OBJECTIVES OF PROJECT 

• To provide students with an opportunity to apply the basic concepts 

of fenuly systems theory to their own famih^ 

• To provide students with a context for discussing the £unily system 

concepts 

DIRECTIONS FOR STUDENTS 

1. Decide what family you will picture (£unily of origin or cunent 
^unily). If you have more than one family for some reason, you 
may do both. 

2. Trace and cut out circles fxom the construction paper, making 
enough for yourself and each person or set of persons or things 
you want to include. There are no restrictions on whom you 
include or how you symbolize them. (Parents, siblings, neighbors, 
pets, your father's golf game, whoever or whatever has a 
significant effect on Uie family.) If you wish you may vary size, 
shape or color of the units to express yourself more fully. 

3. Label each circle. A single circle may have one name or more than 
one if you see those people/things as a unit 



♦Wedemeyer, N., ft Groterant H. (19K). Mapping the femily system: A technique for teaching 
family systems theory concepts. Family Relatima, 31, 185-193. 
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4. Arrange the circles on a large piece of colored paper so they 
eiq)re$$ the relationships you feel in your funily. When you feel 
ccmifortable %vith the toial arrangement, firmly glue them in place. 

5. Draw any boundary or connecting lines you feel complete the 
pictvtfc. 

6. Please bring your project to class if you feel comfortable doing so. 
Volunteers will be asked to share their sculpture. 



CLASS DISCUSSION OF PROJECT 

1. Students might be dhnded into smaU ^ups, making sure that 
at least 1 student in exh group is willing to share their feunily 
sculpture. In these groups the volunteers will be asked to 
discuss their Family Sculi^ure Project in terms of subsystems, 
boundaries, and hierarchic. Participants in the small groups 
will be a^^ to consider the following auctions: 

a« If a professional %va$ providing early intervention services to 
your family, vfhat information about subsystems, boundaries, 
and hierarchies would be heli^ for thm to know? 

b. What strategies would be effective for gathering this 
information with your ^mily?. 

If time permits, the groups will share insights with the large 
group on different perspectives that emerged as a result of this 
project One perspecthre that may emerge is that there are 
many different ways that the families of the participants in the 
class are stnK:tured. Tl^re is sometimes a tendency to define 
families with structures that are different from our own as 
being "ahnormal," ^'dysfin^onal,'' etc Class discussion should 
highlight that these ''differences" may be quite adapth^ for 
individual ^miiies. Hiis ^lould lead to a discussion of value and 
cultural diffierences. This discussion will continue over the 
next two modules (and beyond). 

2. Instructor might provide an overview of the key concepts of 
family systems theory and interaction with life cycle events 
covered in the readings and describe their implications for 
inttr/ention (sec Appendix J, p. EE). The following concepts 
and discussion questions could be presented: 

a. FAMILY SUBSYSTEMS— Every family can be considered to 
be a system made up of subsystems. Each subs^tem is 
interdependent and interrelated. Individuals within the 
family have simultaneous memberships in a number of 
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different subsystems. This way of looidng at families is 
helpful because it depicts why intervention directed at only 
one member, or one dyad of a family system, impacts the 
whole system indirectly. The effects reverberate 
throughout the system. Tl^ following questions might be 
posed: 

1. Who has been a traditional target of intervention 
^orts? (child or mother-child dyads) 

2. What are possible outcomes of this narrow approach? 
(Might overemphasize parent-child subsystem and 
subsequently compronuse mother's role and diild's 
role in other funily subsystems; might put pressure on 
mothers to increase their caretaking and educational 
functions ... it is unportant to consicter how this will 
impact other important family functions such as 
recreational. If intervoition goals are set %viUi only one 
part of femily system, other members of system will 
not be likely to support those goals. This diminishes 
chances of goals being met) 

b. FAMILY BOUNDARIES— Families haw metaphorical Imes 
or boundaries that define the subsytems within the family 
(internal boundaries). In addition, there is a n^taphorical 
line that defines ^o is ''in" and who is ''not m" the fomily 
(external boundaries). 

Internal boundaries: The discussion above highlights how 
intervention might affect internal boundaries (cite 
exanu^les given in above discussion). The RoUand article 
describes how a disability might affect internal boundaries. 
Hie following questiims might be posed: 

1. How do internal boundaries change in resp(»ise 
to life cycle events? How do disruptions in life 
cycle events created by disability impact intern? I 
boundaries? 

2. What is impact of supporting or supplanting 
internal boimdaries through intervention 
efforts? 

External boundaries: Some families have rigid external 
boundaries and this will affect relationships with outside 
helpers. In Module 4 we will discuss further the impact of 
intervention on families.. J)oth positive and negative 
consequences. 
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c FAMILY HIERARCHIES— This basically means who is in 
charge in this £umly;...who has power and authority. Cite 
examples of uneiqiected sources of family poiArer,...(i.e., 
the gho^ of a dead relathfe). The following question might 
be posed: Why is it important to consider which family 
numbers have power aiul authority? 

d. INTERACTION OF CONCEPTS—Several types of 
development occur simultaneously: child's individual 
development; &mily as it evohres in its own life cycle; and 
changing course of physical condition and imfolding 
adaptation to it All of this is influeiK:ed by social context and 
cultural variations. Refer back to ecolo^cal HKKieL 

Family Vignette Activity: Participants could read the Crowder family vignette 
(A{q>endix C) and address tht questions in the case \dgnette activity before class. 

Large group discussion might take place as part of instructor's presentation. 
Participants will be encour^ed to (insider the Crowder family and the Aponte 
case illustrationo They might be asked to consider ti^ following: 

a. Describe the Crowders in terms of the following concepts: 
parental aiul sibling subsystems, hierarchies, internal and external 
boundaries, life cycle events, (kvelopmental events associated with 
family illness. What information from Hannon £uniiy (Aponte 
case) helps us uiKierstand Julie Crowder? 

b. How does this information affect how you might conduct 
intervention with them? Where would you start and how? 
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NiNlule 3 
Fami^ Adaptation: 
Impact of Child and Family Factors 



Paiiidiniit Objectives 

1. Partidi)ants will identify child and family char^ristics that impact parent-child 
interacti<ms. (K) 

2. Participants will be able to describe at least one theory of femily adaptition to 
stress md its implications for intervention. (K) 

3. Participants will espouse tht belief that understanding the interaction between 
the characteristics of the child and the family, including family values, beliefs, 
daily routines, ami existing resources, is an important component in planning 
efifiective intervention with families. (A) 



Readings 

1. Wright, J., Granger, R., & Samerofif, A. (1983). Parental acceptance and 
developmental handicap. In J. Blacher (Ed.), Severely handicapped young 
children and their famiUes: Res&irdi in review (pp. 51-86). Orlando: Academic 
Press. 

2. Tumbull, A. P., & Tumbull, H. R. (1990). Family support- Helping femilies cope. 
In Families, professhnals ami exceptioncdity: A special partner^ ^nd ed.; (pp. 
361-384). Columbus, OH: Merrill Publishing Co. 

3. Wieder, S. (1989). Mediating successful parenting: Guidelines for practitioners. 
Zero to Hiree, mi) 21-22. 

4. Kaiser, C, & Hayden, A. (1984). Clinical research and policy issues in parenting 
severely handicapped infants. In J. Blacher (Ed.), Severely handicapped young 
children and their fanulies (pp. 275-312). Orlando: Academic Press. 

5. Winton, P. (1990). Promoting a normalizing approach to femilies: Integrating 
theory with practice. Topics in Early Childhood Special Education, 10{2), 90-103. 
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Supi^eiiMiital Readings 

1. Trout, M., & Foley, G. (1989). Working with families of handicapped inlants and 
toddlers. Tc^sks in Langtu^fe IXsonkrs, 10{\), 57-67. 

2. f'^raiberg, S., Adelson, E., & Shapiro, V. (1975). Ghosts in the nursery. J(mmal of 
theAmencmAa^kmyofCHMP^/chiatry, 4(3), 387-421. 



Suggested Teaching Activities 

1. The instructor may want to show a segment of a videotaped interview with a 
parent & child.* The students could be a^ked to make note of child 
characteristics, family characteristics, funily beliefs, values and existing 
resources that they feel are conveyed in the video. [Perhaps they will use a 
framework, such as ABCX, which is described m the Winttm (1990) article, for 
making notes]. 

2. Following videotape, there could be a discussion of what portidpants noted. The 
following points from the reelings could be highU^ted by the instructon 

a. Family variables from readings over last two weeks (systems, life 
cycle, ftmctions) could be summarized and reviewed (see 
Appendix J, p. EE). 

b. Theories and models of &mily adaptation may be briefly reviewed 
ai^ summarized- 

1) HiU's ABCX Model which is described in Winton (1990) article 
(see Appendix J, p. FF) 

2) Olson's research, ^ch is siraimarized in Tumbull & Tumbull, 
1990 chapter (see Appendix J, p. GG) 

3) Farber's theory of minimal ada^]tation (see Appendix J, p. HH) 

What do these theories and models tell us about ways to define 
funily strengths on IFSP? 

It should be noted that much of the ^mily research has been 
conducted with middle-class Ango families. For instance, much of 
Olson's research was carried out with 1000 Lutheran families in 
the mid-west 

c. Focusing on caregiver-infant relationships in intervention - Can 
this be done in ways that support families or support what is 
being done well? 



♦There are several portions of the Tamily-Centered Care" videotape used in the IntrtMluctory 
module which feature interviews with mothers and fathers. One of those segments could be 
used. 
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Nodule 4 
Family Adaptation: 
Impact of Culture, Community, and Intervention 



Partidpant (^^dives 

1. Participants wiU ddim iieatures of their own family ecology (available resources, 
6unify values and cultural heritage) that impact the way fomily life is organized 
(i.e., daily routii^ and task allocation). (K) 

2. Participants will recognize that personal values and biases affect definitions of 
family strengths. (A) 

3. Participants will espouse the belief that to maximize effectiveness, intervention 
efforts must fit into and be sustainable within the daily routines, values, and 
beliefs of families. (A) 



Readings 

1. Gallimorc, R., Weisner, T., Kaufman, S., & Bemheimer, L. (1989). The social 
construction of ecocultural niches: Family accommodation of developmentally 
delayed children. Anglican Journal m Mental Retardatknu 94{Z), 216-230. 

2. Affleck, G., Tcnnen, H., Rowc, J., Roscher, B., & Walker, L. (1989). Effects of 
formal support on mothers' adaptation to the hospital-to-home transition of 
high-risk in^ts: The beiefits and costs of helping. CMd Development, 60, 488- 
501. 

3. Darling, R. B. (1989). Using the social system perspective in early intervention: 
The valiK of a sociological approach. Jmoml of Early Intervention, 13{\), 24-35. 

4. Hanson, J. J., Lynch, E. W., & Wayman, K. 1. (1990). Honoring the cultural 
diversity of families when gathering data. Topics in Early Childhood Special 
Education, iO(l), 112-131. 
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Stsnikiiiciital Readings 

1. Kazak, A. E., & Wilcox, B. L (1984). Tht structure aiui function (tf social support 
networks in families with handicapped children. American Journal of 
Omummity PsyMo^, 12{Bl 645-661. 

2. Tumbull, a R., & Tumbull, A. P. (1987). Tfn Latin Atmrican familu and public 
poliq/ in the United States: Mbrmal Mtpport and transitim into mhilAood. 
Lawrence, KS: Hie University of Kansas Department of Special Educati(m and 
Bureau of Child Research. 

3. Blau, M. (1989). In it together. New York Magazine, September 4 issue. 
(Genograms of funous people!), 44-54. 

4. Norton, D. (1990). Understanding the early e^rience of Black children in 
high-risk envir(»unents: Culturally and ecologically relevant research as a guide 
to sui^rt for femilies. Zero to tfiree, 10{A), 1-7. 

5. Edmunds, P., Martinson, S., & Goldberg P. (1990). Demographic and cultruai 
diuersitg in the 1990s: Impikations for services to young children with special 
needs, Cha«>el HiU, NC: NEC-TAS. 

6. PoUner, M., & McDonald-Wkler, L. (1985). The social construction of unrcalitr. 
A case study of a family's attrilnition of competence to a severely retarded child. 
Family Process, 24{2), 241-254. 

7. McGoldrick, M. (1982). Ethnicity and family therapy. An overview. In M. 
McGoldrick, J. Pearcc, & J. Giordano (Eds.), Ethnidty in family therapy (pp. 3- 
30). New York Hie Guilford Press. 



Suggested Teaching Activities 

1. IdestifyiBg FamUy Strengdis Activity: Students could be asked to do this actwity 
for homework. It is important to recognize that for some students the 
information gmerated through this activity may be sensitive. Wh^ maldng this 
assignment emphasize that sharing the information in class will be strictly 
voluntary. 

OBJECTIVES OF ACTIVITY 

• To provide students with information about variations between and 

among cultures 

• To provicte students with an opportunity to develop awareness of 

their own and others' family ^ucs and beliefs and possible 
cultural origins for the^ values 

• To provide students with an opportunity to develop a definition of 

"femily strengthf" that is free of cultural bias 
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DIRECTIONS FOR STUDENTS 

1. Please select tt» Aimrican etimic group closest to your own ethnic 
heritage from the list goierated from the McGoldrick, Pearce, and 
Giordana book r^eresuced in Readings. 

2. Please read the cultural profile on that rthnic group in the 
McGoldrick book. 

3. Please answer (in writing) the following questions in terms of 
your own family: 

a. I(kntiiy at least one (try for more) £unily value or characteristic 
that you think would 1ms important for an interventionist to 
know that might work with your &unily. 

b. Identify at least one internal coping strategy that you think 
your fiimily us& in tiam of crisis (this can be uni<iue to your 
family and not necessarily one ickntified in readings). 

c To v/hom or whe'e do you think your funily typically turns for 
help when there is a crisis (external resources) and why? (See 
Appendix J, for an overhead which might be useful in 
discussing internal and external resources). 

d. Can you think of wsys that £unily beliefs affect daily routines? 

e. How might your own family values and beliefs affect your 
work with families in intervention? 

f. How might it feel to have someone outside of your family tell 
you that something about your values, beliefs or routines 
would have to 1^ changed? How would changes of this sort 
work for you? 

g. Think of and describe a recoit accommodation that you have 
made as a result of a change in family ecology or life events. 

CLASS DISCUSSION OF ACTIVITY 
The questions above will guide class discussion in either small groups 
or a large group format The following points might emerge in this 
discussion: 

1. Ethnic background is only one af many heton that contribute 
to "culture". Provide two different defUiitions of culture that 
reflect this idea (see overhead with definitions in Appendix J). 

2. Making assumptions about people based on limited knowledge 
can be misleacUng and not helpful in terms of developing 
positive relationships. 



ERIC 



I 



Module 5 

Developing a Rationale for an Empowering Approach 
to Families in Early Intervention: Parent 
Perspecti^ and Models of Helping 



Partidpant (Hijectives 

1. ParUcipants will be able to describe tb£ principles and dte specific examples of 
an empowering approach to families in intervention and contrast the em- 
powering ai^oach with other mocteU for providing intervention to fomilies. (K) 

2. Participants will espouse the belief that an empowering model for providing 
interv^ition to families is an efiiective one. (A) 

Readings 

1. Espe-Sherwindt M., & Kerlin, S. (1990). Early inten^ntion with parents with 
mental retardation: Do we empower or impair? Infants and Ymmg ChUdren, 2(A), 
21-28. 

2. NEC*TAS. (1990). Selected remarits from the NEC*TAS Parent Panel of the LRE 
Conference. In NEC*TAS Resource Picket: Least Restrictive Environment for 
Infants, Toddlers, Preschoders. Chapel HiU, NC: NEC^TAS. CB# 8040, UNC-CH, 
Ch^ HiU, NC 27599. 

3. Vohs, J. R. (1989). Perspective: Vision and empowerment Infants and Young 
Children, 2{X), vii-x. 

4. Seitz, v., Rosenbaum, U K., & Apfel, N. H. (1985). Effects of family support 
intervention: A ten-year follow-up. Child Development, 56, 37S-391. 



Stq^lemental Readings 

1. Alexander, R., & Tompkins-McGill, P. (1987). Notes to the experts from the 
parent of a handicai^^ed child. Journal of Sodal Work, 361-362. 

2. Butler, A. (1983). There's something wrong with Michael: A pediatrician- 
mother's perspective. Pe(Uatrics, 7/(3), 446-448. 

3. Tumbull, H. R., & Tumbull, A. P. (Eds.). (1985). Parents speak out: Then and 
now (2nd ed.). Columbus, OH: Merrill Publishing Co. 
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4. Fcatherst<mc, H (1980). .4 difference in tfm famiiff: Uving mth a disabled child. 
New York: Basic Bocks, 



5. Dunst, C. L, Trivette, C. M., & I^, A. G. (1988). Introduction. In Enabling and 
empowering families: Principles and guidelines for practice (pp. 1-11). 
Cambridge, MA: BnM^dine Books. 



Slighted Teadiing Activities 

1. Invite a parent or parents to visit with the class and share their perspectives on 
early intervention practices. Resources for locating parents who may wish to 
participate the local chapter of the Association for Retarded Citizens or other 
parent advocacy organizations. If money is available to reimburse parents as 
consultants, this may make it easier for par»its yitio must arrange childcare. It is 
also helpftil to provide parents with ^ reelings for this module in advance so 
that they can participate in the discussion. 

2. Class discussion of presentatiwi organized around the following questions: 

a. What messages come across in the parent presentation and articles 
related to parent perspectives? 

b. What principles/strategies/guidelines emerge related to an em- 
powering approach to families or in addition to the three 
conq}onents of the empowering approach described by Dunst? 
What other principles emerge from the information provided by 
parents? 

c. Cite specific practices which were helpful (from parents' perspec- 
tives). 

d- Cite practices that were not helpful (from parent perspective). Do 
these practices fit into the other models of helping described in 
Dunsfs Chapter 4? 
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Module 6 

i^Ucation of Prtadples to Practices: 
The Individualize Family Service Plan and 
the Fami^ as Members of the Team 



Partidi^t Objectives 

1. Participants will be able to identify at least three assiunptions underlying their 
future approaches to families in intervention settings. (A) 

2. Participants will be able to identify at least four requirements specified in IDEA 
related to the content, participation, and implementation of the Individualized 
F^unily Service Plan. (K) 

3. Participants will demonstrate knowledge of the 7 key components of the IFSP 
process. (K) 

4. Participants will recognize that the process of generating an IFSP document is 
more important than the written document; therefore, there are a variety of 
IFSP formats that might be acceptable. (A) 

5. Participants will recognize that femiUes will vary in the ways and extent to which 
they wish to be involved in team meetings and IFSP (kvelopment (A) 



Readings 

1. Dunst, C, Trivettc, C, & Deal, A. (1989). A family systems assessment and 
intervention model. In B. Hanft (Ed.), Family-centered care: An early 
mterpentim restntrce manual (pp. 259-265). Rockville, MD: AOTa, Inc. 

2. Ziegler, M (1989). A parentis perspective: Implementing P.L 99-457. In }, J. 
Gallagher, P. L Trohanis & R. M. Clifford (Eds.), Poliq/ implementation and P. L 
99-457 (pp. 85-96). Baltimore, MD: Paul H. Brookes Publishing Co. 

3. McGonigel, J. J., Kaufinann, R. K., & Johnson, B. H. (1991). A family-centered 
process for the individualized family service plan. Journal of Early Intervention _ 
15{\), 46-56. 

4. Smith, S. W. (1990). Individualized education programs (lEPs) in special 
education. From intent to acquiescence. Exceptional Children, 57(1), 6-14. 
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5. Bailey, D. B., Buysse, V., EcUnondson, R, & Smith, T. (1992). Creating family- 
centered services in early intervention: Perceptions of professionals in four 
states. Exaptionai OtOdrau, 58{A), 293-310. 



Siq)|deiiieiital Readings 

1. Hanft, B. (1988). The changing environment of early intervention services: 
Implications for practice. American Journal of Occupational Therfm^, 42{\l), 26- 
33. 

2. Sparks. S. (1989). Assessment and intervention with at risk in£uits and toddlers: 
Guidelines for the speech-language pathologist Topics in iMnguage Disorders, 
i(?(l), 43-56. 

3. Wtt, J. C, MiUer, C. D., Mclntyre, R. M, & Smith, D. (1984). Ejects of variables 
on parental perceptions of staflitigs. Exceptional Chiidrm SI{1), 27-32. 

4. Johnson, B. H., McGonigel, M. J., & Kaufinann, R. K. (Eds.). (1989). The IFSP 
sequence. In CuideUrm and reammmukd practices far the htuMdualized 
famtiy service plan (pp. (1-21). Wadiington, DC: Association for the Care of 
ChUdren's Health. 

5. Johnson, B. R, McGoni^l, M. J., & Kaufinann, R. K. (Eds.). (1991). Philosophy 
and conceptual freamework. In Guideline and recomnumdml prmMces for the 
inM&ioUi^ famUy service plan (pp. 5-10). Bethesda, MD: Association for the 
Care of ChUdren's Health. 

6. Johnson, B. H., McGonigel, M. J., & Kaufinann, R. K. (Eds.). (1991). An overview. 
In Guidelirm and recommended pr^:tices for the inMduaUz&i famUy service 
plan (pp. 14). Bethesda, MD: Association for the Care of Children's Health. 



Suggested Teachiiig Activittes 

Because this module represents the transition from the more theoretical and 
philosophical part of the course to the applied component, it is important to plan 
activities that help students brid^ that gap. The following ideas focus on trying 
to achieve that 

1. Ask students to start a journal, which they will keep for the remainder of the 
course. Hie first entry in ti^ journal, which could be part of a dass activity, is a 
list of four or five assumptions or principles related to working with families in 
early intervention which they believe in and which will guide their work with 
families. Encourage them not to parrot back what they have read, but to 
consider beliefs and ideas that they could implement in the reality of their 
current or future workplaces or practica sites. Ask them to write down 
underneath each assumption/principle what experience/reading/discussion, etc. 
made this idea become **their own" (i.e., one which they will act upon). These 
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principles will serve as the basis for additional journal entries and future class 
assignments. 

2. Ask students to arrange an interview with an administrator from a school system 
or local agency invohwd in serving young children with special needs. The 
purpose of the interview is to ask how that system or agency is addressing the 
family-centered intent of the IDEA legislation. The students might want to 
consider ways of structuring this interview around the key issues or 
components of the law kientified in their readings. Stiklaits could be advised to 
take writttn information to these {professionals about the law (e.g., local or state 
information developed by Interagency Coordinating Councils), because in some 
cases the professionals' knowledge base may be limited. Students could be asked 
to comment in their journal on the extent to which the assumptions they 
identified as important were guiding existing practices, as described by 
administrators. 

3. Class discussion of readings and interviews could focus on the following 
information: 

a. Key decision-making points (see Appendix J, p. PP) related to 
IFSP development (Bailey, Buysee, Edmondson & Smith, 1992) 

b. Barriers to change (Bailey, et al., 1992) and the students' potential 
role in the change process as they enter the field as young 
professionals 
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Module 7 

implication of Principles to Practices: 
Collaborating with Families in Child Assessment 



Partidpant Objectives 

1. Participants wiU know Part H of the IDEA regulations related to the assessment 
of in^ts and toddlers. (K) 

2. Participants will develop a rationale for collaborating with family members in 
child assessment, recognizing the potential advantages aiKl limitations. (A) 

3. Participants will recognize that family priorities should guide the child 
assessment process. (A) 

4. Participants will identify a range of options for collaborating with families in the 
assessment of their children, citing principles and strategies likely to enhance 
their succ^sful ai^lication. (k) 

5. Participants will recognize that families may have different goals and priorities 
for their children from professionals, and will discuss approaches and strategies 
designed to resolve those differences in a mutually satis^ctory fashion. (A) 



Readings 

1. Johnson, B. H., McGonigel, M. J., & Kaufmann, R. K. (Eds.). (1991). Assessment 
resources. In B. H. Johnson, M. J. McGonigel, & R. K. Kaufmann (Eds.), 
Gus(kUruJ and recommended practices for the indmdualized family service plan 
(2nd ed.) (pp CI-C6). Bethesda, MD: Association for the Care of Children's 
Health. 

2. Wolery, M., & Dyk, L (1984). Arena assessment Description and preliminary 
social >^dity data. Journal of the Association for Persons with Severe Handicaps, 
m, 231-235. 

3. Sheehan, R. (1988). Involvement of parents in early childhood assessment. In 
R Sheehan & T. Wachs (Eds.), Assessment of young developmentally disabled 
children (pp. 75-90). New York: Plenum Press. 

4. Kjerland, L,, & Kovach, J. (1990). Family-staff collaboration for tailored infent 
assessment In D.Gibbs & D. Teti (Eds.), Interdisciplinary assessment of infants: 
A gtdde for early intermition professionab (pp. 287-298). Baltimore, MD: Paul 
H. Brookes Publishing Co. Publishing Co. 



5. Andrews, J,, & Andrews, M. (1990a). Application to early childhood speech 
language, hearing problems. In Family-based treatment in communicative 
disorders. Sandwich, VL Janelle Publishing. 



Sisi^meiital Readings 

1. Bloch, J. S., & Seitz, M. (1989). Parents as assessors of children: A collaborative 
approach to helping. Sodal Work in Educatim July, 226-244. 

2. Parker, S. J., & Zuckerman, B. S. (1990). Therapeutic aspects of the assessment 
process. In S. J. Meisels & J. P. ShonkofF (Eds.), Hmdbook of early childhood 
intervention (pp. 350-369). (Cambridge: Umversity Press. 



Slighted Teadiing Activities 

OBJECTIVE 

To apply information ^om readings about collaborating with families in child 
assessment to the assessment process as it occurs in a real situation. 

1. Have students identify a situation in which child ass^sments are conducted and 
carry out this assignment by conducting and/or observing the persons involved 
in these assessments. Ask them to address the foUov^ing questions about the 
child assessment process in terms of a specific child and &inily with whom they 
have worked or with whom the persons they are observing^terviewing have 
worked. (If stu(tents are going to be observing an assessment, remind them that 
they will need to get the parents' permission). 

a. What was the purpose of the assessment? How was this decided 
and by whom? 

b. What assessment instruments were used and how were they 
selected? 

c Where did the assessment occur (i.e., home, office, etc.)? Mow was 
this decided and by whom? 

d. Who was present for the assessment? How was this decided and 
by whom? 

e. Who conducted the assessment? How was this decided? 

f. How were the assessment results shared with others? Who 
received this information? Who decided who should know what? 
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g. Do you consider the assessn^t you have just described as typical 
of the assessments conducted in the context you are in or are 
observing (clinic, school, hospital etc)? 

h« To what extent are the practices you observed consistent with 
principles underlying the family-centered intent of the IDEA 
legisUticm? 

2. An alternative to ol»erving a duld assessn»nt is to ask stiKlents to interview a 
professional who conducts child assessments as part of his/her work. The 
questions found on the following pagfi (please feel free to reproduce for your 
students) are provided to help structure this inteiview. Students should be 
prepared that tt^se qi^stions may generate discussion and mi^t want to share 
readings from class with professionals in order to disseminate i(teas about best 
pr^tice in comliKrting child assessments. 

3. Ask students to write a brief report of their reaction to their observation/ 
interview. If they have conducted an observation, this report could include the 
answers to the questions listed in #1. In both interview and observation 
situations, ask students to ccmsider the extent to which they felt the principles/ 
assumptions they identified in Module 6 were guiding the practices they 
observed. 
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Some- 

Wever times Always 

1. Do you oMMluct asses»naits at times that are omvenient for 

lilies? Do you ofiier choices of times to parents? 1 2 3 4 5 

2. Do you dkr laxtstta tbt option of comtuetir^ at lea^ a por- 

tion of th«r children's assessments in their own homes? 1 2 3 4 5 

3. Do you conduct (^iservations of children in natural settings 

(i.e^ home, daycare, dasnmmi) as juut <^ you asses«nent 

information? 1 2 3 4 5 

4. Do you ask parents which professionals (disciplines) they 

wsant involved in t!tm assesanent of thar diildren ai^ (to 

you honor their decisions? 1 2 3 4 5 

5. Do you tdl parents tiny may have anyone else they want 

pr»ait for, or invohred in, t}» asse^iKnt(s) <^ their 

children (e^^ ^ings, ^andparents, friends, babysitters, 

professonals from otlwr a^i^es)? 1 2 3 4 5 

6. Do you offer paraits dK^cxs r^anting tiie ^sesanent 

tooUAneasutes that vrill be med for tiidr child and tiie 

methods used for administnition? 1 2 3 4 5 

7. Do you offier parents a range <^ options for how they can be 

invoh^d in the assessment of their children? Do you honor 

thdr decisions regarding the level or type of involvement 

they prefer? 1 2 3 4 5 

8. Do you reveal and eiplain assessmeit re»ilts to parents im- 

mediatdy af^ they are obtained (i.e., on the same day)? 1 2 3 4 5 

9. Do ycHi offer parents a clear choice as to who assessment 

information will be ^lared %vitii and how this %nll be done? 1 2 3 4 5 

10. Do you discuss assessnent results usii^ terms that are 

readily understood and meaningful to parents? 1 2 3 4 5 

11. Do you write childrai's ass«anent rports in ^h a way 

as to r^ect th& parents' priorities? 1 2 3 4 5 

12. Do you write reports in a way tiut is readily understood and 

nMara'ngful to parents? 1 2 3 4 5 

13. Do you give a copy of your assesanent report(s) to parents? 1 2 3 4 5 

14. Do you offier par^ tt^ <wrtunity to write a portion of 
the assessment report(s), sign the r^rt(5), or make 
suggestions for dianges bdbre a final copy is filed or sent 

out? 1 2 3 4 5 

15. Do you dearly offer parents the w>rtunity for parents to 
be presort at ail discussions r^arding the planning of the 
child's assessment or discussng the results of the child's 

assessment? 1 2 3 4 5 

16. Do you only write r»»>mmendations in your assesment 
r^rts if they have been (Uscussed with aixl agreed upon 

by parents? l 2 3 4 



IReprinted from BRASS TACKS. McWilliam, P. J., & Winton, P. J. (1990). Chapel Mil, NC: 
Carolina Institute for Research on Infant Personnel Preparation, Frank Porter Graham Child 
Development Center, The University of North Carolina at Chapel Hil!]. 
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Modules 

Application of Principles to Practices: 
Identifying Family Resources, Priorities and 

Concerns 



Paiticipaiit Ohftctivt$ 

1. Participants will provide a definition of family concerns and feunily resources. (K) 

2. Participants will espouse the belid tiiat efifective intervention begins with how 
families define their situation, rather than with a presentation of services 
available. (A) 

3. Participants will descrU}e the ma^or provisions of the IDEA legislation with 
respect to the assessment of family resources, priorities and concerns. (K) 

4. Participants will identify a range of options for assessing family resources, 
priorities and concerns. (K) 

5. Participants will recognize that families will vary in the ways and extent to which 
they wish to have fs^y resources, priorities and concerns assessed. (A) 



Readings 

1. Summers, J. A., Dell'Oliver, C, Tumbull, A, P., Benson, H. A., Santelli, E., 
Campbell, M., & Siegel-Causey, E. (1990). Focusing in on tiie IFSP process: 
What are &miiy and practitioner preferences? Topics in Early Childhood Special 
Education, KKD, 78-99. 

2. Kaufman, R. K., & McGonigel, M. J. (1991). Identifying famiV concerns, 
priorities, and resources. In B. H. Johnson, M. J. McGonigel, & R. K. Kaufinann 
(Eds.), Guidelines and recommended practices for the individualized family 
service plan (2nd ed.) (pp. 47-55). Bethesda, MD: Association for the Care of 
ChUdren's Healtii. 

3. Johnson, B. H., McGonigel, M. J., & Kauftnann, R. K. (Eds.). (1991). Resources for 
identifying family strengths, needs, resources, and support In B. H. Johnson, M. 
J. McGoni^l, & R K. Kaufinann (Eds.), Guidelines and recommended practices 
for the buUviduaUzed family service plan (2nd ed.) (pp. Dl-DU). Bethesda, MD: 
Association for the Care of Childrtn's Health. 




4 BaUey,D. B.,(19S8a). Assessing £unily$ti%S5 and i^eds. In D.B.^ 

R. J. Simeonsson (Eds.), FanUli/ assessmerU in early intenmition (j^. 95-118). 
Columbus, OH: MerriU PubUsti£ig Co. 

5. Bailey, D. B., (1988b). Rationale and model for assessment in early 
intervention. In D. B. Bailey & R. J. Simeonsson (Eds.), Fami^ assessment in 
&xriy intermUim (pp. 1-26). Columbus, OH: Merrill Publishing Co. 

6. Bailey, D. B., & Blasco, P. M. (1990). Parents' perspectives on a written survey of 
femily needs. Journal of Early Intervention, J4(3), 196-203. 



Suggested Teaching Activities 

OBJECTIVE 

To apply infomaation from the readings about identifying family resources, 
priorities and concerns to the family assessment process as it occurs in a real 
situatioa 

1. Because the emphasis on the identification of family resources, priorities and 
concerns is &irly recent, many programs do not have dearly stated policies and 
procedures for doing this. In addition, best practice suggests that this activity is 
one that might take place over time and in a confidential and trusting 
atmosphere. For these reasons, asking students to observe the process may be 
unrealistic and intrusive for fomilies. Hierdbre, it is recommended that students 
interview a professional rather than observing a family-professional interaction. 

The questions found on the last page of this module are provided to help 
structure this interview. Students might find that the professionals they 
interview arc not aware of some of the i(kas described in their readings. They 
might want to share some of their readings with professionals and emphasize 
that these ideas are new. 



2. Ask the students to write a brief (one page) reaction to the interview, focusing 
on the extent to which they believe that the approach to families they 
''witnessed" (via interview) was consistent with the underlying principles/ 
assumptions they identified in Module 6. 



3. Class discussion should focus on the following: 

a. Definitions ol resources and priorities (see Winton (1990) article in 
Module 3 and Dunst, Trivette & Deal (1989) article in Module 6) 
and parent preferences for how that information is gathered (see 
Bailey and Blasco (1990) and Summers, et al., (1990) articles in this 
module); 



b. Resources for gathering Information on family resources, 
priorities and concerns (Johnson* et al., 1989, chapter in this 
module); 

c How the informaticm in their readings related to best practice is 
consistent with their experiences and observations in the real 
world 
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1. Do you iiuthridualixe your inethod(s) of gathering 

infonnation (e^., ideiti^ng needs & stref^ths) from 
each Camily? 

2. Do you altow paroits to (tetcmtine they witt diare 

infomution about tt^mselves ami thdr children (e^, 
iocatkm, who will iHovide informatiiMi, areas of 
inibnnation shared, form vs. personal interview)? 

3. Do you tell parents esa^ who will have access to the 

information th^r provide and how tiie information will be 
used (l.e^ informed consort ami ooitfdaitiality)? 

4. Do you allow parnits to widihold personal information about 

tfionsdves if tiiey so desire and are titey iirfomted that 
this is accepts to the program staff? 

5. Do ymi provide paraits with information ^bout resources 

available to meet goals tNy identify but that cannot be 
met by the services your program can offer (c^, 
continuing education, marital counsding, finainsal 
as^stance, employment)? 

6. Do you have enough time available to devdop a truing 

relati^uhip betweoi i»raits and pntfessionais in tN 
process of gathering information ami identiiying child and 
^ily goals? 

7. Do you show or gh« parents copia of reports releued to 

your program from ottier a^ndes or professionals? 

8. Do you ghw parotts tiie option of not including r^rts from 

other agendes or profossicmals in their child's permanent 
file or do you allow parents to att^ tiieir own comments 
to the r^rts? 

9. Do you tell parents about every contact (phone call^ hce-io- 

face conversations) you have wiA iKople or agendes 
outside your pn^nun to (^rtain information? 

10. Do you give parents control over what is writt^ about them 
in your assessment reports (e^., ^ily status, toily 
history, etc)? 

Do parents luve an (^^rtunity to read your r^rts t«fore 
they are filed and request chai^? 
Can parents share f^rsonal information with one staff 
member without it being shared with other members of 
the team or written In y)ur files? 



Some- 

Never times Always 
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2 3 4 5 



2 3 4 5 
2 3 4 5 
2 3 4 5 



2 
2 

2 

2 

2 
2 



3 
3 

3 

3 

3 
3 



4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 



(Reprinted from BRASS TACKS. McWIlHam, P. J. & Wfnton, P. J. (1990). Chapel Hill, NC: 
Carolina Institute for Research on In^t Personnel Pr^saration, Frank Porter Graham 
Child Dcvel(vment Center, The Unwersity of North Carolina at Chapel Hill). 




Module 9 

AppUcatton of Principles to Practices: 
Family-professional Collaboration in 
Goal-setting and Intervention 



Participant (M)ject2ves 

1. Participants will develop a rationale for identifying goals and objectives for 
services provided. (A) 

2. Participants will demonstrate knowledge of the issues associated with 
collaboratively establishing outcomes with ^milies. (K) 

3. Participants will espouse the belief that early intervention outcomes generated 
by &milies are more likely to be effiectively achieved by families than outcomes 
generated by professionals. (A) 



Rgaditigft 

1. Bailey, D. B., (1987). Collaborative goal-setting with families: Resolving 
differences in values and priorities for services. Tpp/cs m Early Childhood Spedd 
EduaiHoru 7(2), 59-71 

2. Kaiser, A. P., & Hemmeter, M. L (1989). Value-based approaches to family 
inteiventioa Topics in Early Childhood Special Education, ^(4), 72-86. 

3. Beckman, P. J., & Bristol, M. M. (1991). Issues in developing the IFSP: A 
framework for est^lishing family outcomes, topics in Early Childhood Special 
Education, 11(3), 19-31. 

4. Kramer, S., McGonigel, M. J., & Kaufinan, R. K- (1991). Developing the IFSP: 
Outcomes, strategies, activities, and services. In B. F Johnson, M. J. McGonigel, 
& R. K. Kaufmum (Eds.), Guidelines and recommended practices for the 
individualized family service plan (2nd ed.) (pp. 57-66). Bethesda, MD: 
Association for the Care of Children's Health. 

5. Dunst, C. J. (1991). Implementation of the individualized family service plan. In 
B. H. Johnson, M. J. McGonigel, & R. K. Kau6nann (Eds.), Guidelines and 
recommended practices for the individualized family service plan (2nd ed.) (pp. 
67-78). Bethesda, MD: Association for the Care of Children's Health. 

6. Johnson, B. H., McGonigel, M. J., & Kaufmann, R. K. (Eds.). (1991). Sample 
IFSPs. In B. H. Johnson, M. J. McGonigel, & R. K. Kaufmann (Eds.), Guidelines 
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and r&xnmmukd practices for the inc&fiduatized family service plan (2nd ed.) 
(pp. A1-A66). Bethesda, MD: Association for tt^ Care of Children's Health. 

Sng^rfementai Readings 

1- Aponte, H. J. (1985). The negotiation of values in therapy. Familsf pt cess, 24, 
323-337. 

2. Mental Health Law Project (1990). Protecting children's and femiliei' rights in 
Part H programs. Early IntenfenUm Advocacy Network Notebook Issue Paper 

3. Zygmond, M. J., & Boorhem, H. (1989). Ethical decision making in family 
therjq)y. Family Process, 28,2^-2%^. 



Suggested Teaching Activities 

OBJECTIVE 

To ^ply information from readings about collaborative intervention planning to the 
planning process as it occurs in a real situation. 



1. Have students identify a situation in which intervention planning is done (e.g., an 
lEP or IFSP mating). If it could be arranged with the professionals and families 
invoh«d, ask them if the student can sit in on this meeting. Ask the stiKlents to 
write a brief report on their reactions to this planning meeting. In structuring 
their observations and ccmunents they mi^t use the FOCAS scale excerpts on 
pa^ 50 to rate what happened. 

In addition, ask students to comn^t on the eiEtent to which what they observed 
was consistent with the principles of best practice they identified in Module 6. 

2. An alteniative to observing an lEP/IFSP meeting is for students to interview a 
professional who develops interventi(Hi plans with fiamilies as part of their work. 
This activity promotes the idea of intervention planning being an ongoing 
process, not one relegated to a once a year meeting. Hie questions from BRASS 
TACKS on page 51 arc provided to help structure the interview. 

Ask students to write a brief reaction to their interview, focusing on the extent 
to which the practices they ''witnessed'' (via interview) are consistent with the 
best practice principle they identified in Module 6. 

3. Class discussion should focus on the following issues: 

a. Why is it important to plan collaboratively with families (Bailey, 
1988)? 
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b. What is different about intervention planning typically done in lEP 
meetings (might reier back to Tumbxill & WmUtn (1984) article in 
Introductory Module for research on lEP meetings) and 
intervention planning being described in IFSP literature (Dunst, 
et al, 1988; Jdinscm, et aU 1989; Bailey, 1988)? 

c What skills/issues have been described in association with 
coUaboratwe goal-setting (Bailey, 1987; Kaiser & Hemmeter, 1989; 
ZygmoiKl & Boorhon, 1989)? 

d. To what extent are these ideas about best practice consistent with 
what the students ol^rved in the real world? 
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PARENT PARTICIPATION IN TEAM MEETINGS: 
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PARENT ROLES IN DECISION-MAKING 
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[Reprinted from FOCAS: FAMILY ORIENTATION TO COMMIJfTTY AND AGENCY SERVICES. 
Bailey, D. B. (1990). Chapel Hill, NC: Carolina Institute for Research on Infent Personnel 
Preparation, Frank Porter Graham Child Development Center, The University of North 
Carolina at Chapel Hilll. 
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Ngygr tiinei Always 

1. Do jmi offer parents the of^rtunity to present at all discus- 
sions regardii^ intervention plannti^ for their children and 

themselm? 1 2 3 4 5 

2. Do ymi allow parents to d«tennii« viho will be involved in 
devetoping the intervention pUn and the format for their own 
involvemeit (e^., larg/t group meeting, home visit or ^nter viat 

with one team memhcr}? 1 2 3 4 5 

3. Do you pr^are pui»its for partidp^r^ in the devek^ent of 
the inteivoition Do ycMi tdl them the sdwdule of events, 
purpose, who will attsid, the topics that will be discussed, and 

what they might (k» alwad of time? X 2 3 4 5 

4. Do you organise discus^ons (4 tiK intervention plan in a manner 
that is famiHar and meanii^l to the parents so that they are 
comfortsdrie partidp^ng (e4^ usii^ the family's own 
lan^u^e^ixls; using daily routines or relationships as topics for 

developing interventkms)? 1 2 3 4 5 

5. Do you elidt information and ideas from parents in th« 

de^i^Mmr^ of thg intervetttton (rfan? 1 2 3 4 5 

6. Do you «mire ttiat parents have access to all team members 
durii^ the i n ter w nt k w plannii^ procen (e^., to T&Avff asMSS- 

ment results, to discuss reoommendatio(« to ask questions)? 1 2 3 4 5 

7. Do parents have ultimate dedsion-maldng power in arriving at a 
list of child and family goals 2md the medtods that >^11 be used to 

meet ^ese goals? 1 2 3 4 5 

8. Do you take into consideration tiie parents' natural support 
sterns (e.g., eilxnded fomily, friemte, immunity groups, etc.) 

in devdoiring interwttfon options to meet identified goals? 1 2 3 4 5 

9. Do ]n>u offer parents options of services or resources to mot tht 
intervention goals for their children? Do you honor parents' 
decisions i^rdlng which servi^ their children will receive or 

not recehw? 1 2 3 4 5 

10. Do you design interventions to fit the existirg daily routines of 

the child & his or her ^unily (i.e, nondisruptive}? 1 2 3 4 5 

U. Are intervention plans wnitten in a manner that is readily 
utderrtood, meaningful, and useful for parents (in terms of both 
content and format)? 1 2 3 4 5 

12. Do you have sufUdent time available to develop a truly 
meanin^l intervention plan and oik Uiat allows parents to be 

actively invohwd in its (tewtopment? 1 2 3 4 5 

13. Do you work togetiier i» a team in the deveioi»nent and writing 

of tlM intervention plan (kfoss discipliiKs}? 1 2 3 4 5 

14. Do you allow parents the option of not putting family goals (e.g., 
personal goab) in writing on the IFSP or lEP, even though you 

may be actively agisting them in achieving such goals? 1 2 3 4 5 

15. Do ycu write the {^rents' names on the intervention plan as 

bdng responsible for implementation (when appropriate)? 1 2 3 4 5 

16. Do you uiKlate interwntion plans ewry three months (or more 

often) to refl^ chai^ in goals or interwntion strat^i^? 1 2 3 4 5 

17. Do you hi'v intervention plan (e.g., IFSP) forms that are e<jy 
to make change on in order to reflect chaises in child/famiiy 

goals or interwntion strategies? 1 2 3 4 5 

{Reprinted from BRASS TACKS. McWilHam, P. J. & Winton, P. J. (1990). Chapel Hill, NC: 
Carolina Institute for Research on Infant Personnel Preparation, Frank Porter Graham 
Child Devel<H)ment Center, The Unh^eraty of North Carolina at Chapel Hill). 




Module 10 
Commusication Strategies for 
Identifying Family Priorities and Resources 



Partidiiant Objectives 

1. Participants will identify tasks associated with effectively beginning and ending 
an interview with a family. (K) 

2. Participants will identify listening skills related to effective interactions with 
families. (K) 

3. Participants will identify questioning skills related to effectively generating 
family priorities, alternative strategies for achieving outcomes and criteria for 
siKxess. (K) 

4 Participants will espouse the belief that all families, regardless of cultural or 
socioeconomic background, have resources that might be effective in achieving 
intervention outcomes and that the use of certain questioning skills <s an 
effective strategy for identifying family priorities. (A) 

5. Through participation in a videotaped role-play situation, partidpants will be able 
to identi^ at least one strength and one area for continued improvement for 
themseWes as interviewers. (K) 

6. Through participation in a videotai^d role-play, participants should be able to 
identify one strength and one area of improvement in a fellow participant 
involved in the role-play. (K) 



Rtadings 

1. Winton, P. J. (1988a). Effective communication between parents and 
professionals. In D.B. Bailey & RJ. Simeonsson (Eds.), Family assessment in 
early intervention (pp. 207-228). Columbus, OH: Merrill Publishing Co. 

2. Winton, P. J. (1988H). The family-focused interview: An assessment m^ure and 
goal-setting mechanism. In D. B. Bailey & R. J. Simeonsson (Eds.), Family 
assessment in early intervention (pp. 185-206). Columbus, OH: Merrill 
Publishing Co. 

3. Bailey, D. B. (1991). Buildmg positive relationships between professionals and 
families. In B. H. Johnson, M. J. McGonigel & R. K. Kaufmann (Eds.), Guidelines 
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and recommended practices for the indimducdized family service fdan (2nd ed.) 
(n>. 29-38). Betitfsda, MEh Association for tiie Care of ChUdren's Health. 

4. Murphy, A. (1990). Communicating assessment findings to parents: Toward 
more effective informing. In E. Gibbs & D. Teti (Eds.), Interdisciplinary 
assessment of infants: A guide fyr ear^ intervention pro^ssshmUs ipp. 299-310). 
Baltimore, MD: Paul R Brookes Publishing Co. 

5. Winton, P. J., & Bailey, D. B. (in press). Communicating with families: 
Esamining practices and facilitating change. In J. Paul & R. Simeonsson (Eds.), 
Understanding and working with parents of children with special needs (2nd 
Ed). New York: Holt, Rinehart & Wnston. 



Supplemental Re^Ungs 

1. Olson, J. (1988). Delivering sensitim information to families of handicapped 
infants arui t^mng children. Moscow, ID: University of Idaho. 

2. Aponte, H. J. (1976). The £amily-school interview: An cco-structural approach. 
Famify Process, 15, 303-311. 

3. Cecchin, G. (1987). Hypothesizing, circularity and neutrality revisited: An 
invitation to curiosity. Family Process, 26{A), 4(&413. 



Suggested Teadiing Activities 

1. Class discussion summarizing the readings might focus on the following points: 

a. communication can be described in terms of both program 
practices and individual skills (Winton & Bailey, in press); 

b. specific communication skills (Winton, 1988a [see Appendix J, p. 
n] and a specific interview structure (Wlntoa 1988b see Appendix 
J, p. JJ) associated with effecthre interviewing have been identified 
in the early intervention literature. 

2. Many students have had previous instruction in active listening ^d other 
traditional communication strategies. Before deciding upon teaching actwities, it 
might be helpful to determine students' perceptions of their ov/n training 
needs. The following activities are best suited for students wanting a review of 
basic listening skills: 
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a. USTENING EXERCISE*: Ask students to pair up; it is best if 
students do iK>t know their partner well. Provide each student 
with written in^nictions for this exercise. One partis in each 
pair (the interviewee) will receive the following written 
instructions: 

Tour partner is going to conduct a brief (3-5 minute) interview 
with you on the topic of how you got involved in early 
intervention. Please be as cooperative as possible." 

The other partner in each pair (the interviewer) will receive the 
following written instructions: 

*You are to conduct a brief (3-5 minute) interview with your 
partner on the topic of how he/she got involved in early 
interventioa Please act interested at fint then creatively think of 
ways to NOT USTES ATI1NTIVQ.Y to what he/she has to say." 

At the end of the interview period ask the interviewees how they felt 
during the process. Ask interviewers to read their instructions 
aloud. Points that <^ten omrge in this discussion include: 

1. different wi^ of "not listening^ (influenced by geographical 
and cultural difierences); 

2. how it feels to be '*mt likened to"; 

3. most students in the field of early ii.tervention are foirly good 
listeners because of interest in i^lping^ relationships. 

b. REFLECTING FEELINGS EXERCISE: In ^pendix D are a : . ries 
of comments that a parent might make in the context of receiving 
early intervention services. The instnu:tor takes the role of the 
parent aiui reads ttut comn^nt to tUtm class. One student volunteer 
takes the role of the interviewer who makes less effective 
responses (First I: comment on Aiq>endix D). The instructor then 
asks ths stud^its to write down a response that is an example of 
an accurate and sensitive reflection of the feelings expressed by 
the parent (Examples of accurate statements are the Second I: 
comn^nt on ^q^endix D). The instructor asks students to share 
their responses on a volunteer basis. It is important to not criticize 
anyone's response, rather acknowledge that each response is a 
possibility ami mi^t elicit certain information. Ask the volunteer 
to consider if the response reflects the feelings of the parent 



♦Thanks to Shirley G«i*$inger for this idea. 
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Another approach is to ask the volunteer to take the role of the 
paroit and repeat the parent comn^t Ask another student to 
re^nd as the volunteer did. Ask tl% volunteer if he/sttt felt the 
response reflected the feelings he/she expressed. 

This exercise provides students with concrete examples of 
statements reflecting feelings. By asking each student to write a 
response but asking for volunteer contributions, less skilled 
students are allow»l a chance to assess their own UmitaticMis in this 
area without being eodxarrassed or humiliated. Depending upon 
the level of e3q>ertise in tiie class, volunteered statements may 
include the following: givii*4 advice, making recommendations, 
reassuring, investigative questioning, etc Hi^ examples provide 
an excellent teachuig opportunity and hi^ght the extent to 
which professionals are trained to be "experts" rather than 
listeners. 



3. Class Demonstration of Questtonhig ^dlls: For students who feel competent in 
basic skills, ti^ focus for class demonstraticms mi^t best be (m the more newly 
defined communication strategies, s\Kh as drcular and reflexive questioning 
O^ton, 1988b; Wlnton & Bailey, in press). A scripted role-play is provided in 
Appendix E. Hiis role-play provides a Uve demonstration of circular vs. linear 
questioning and reflexive vs. strategic questioning as described by Winton 
(1988a). To conduct this role-play, ask for volunteers to play the roles of fether, 
mother, and interviewer. Give voltmteers a chance to read through the scripts 
before the demonstration. At the end of each of the four segments, class 
discussion could focus on the following questions: 

1. What information was learned? 

2. What communication techniques were demonstrated and were 
they useful or not? 

A copy of questions that students might use in an interview situation in order to 
gather information and facilitate collaborative goal-setting are provided in the 
Appendices F & G. Students will find these helpful in preparing for the 
videotaped role-play acthdty associated with this module. 

4. Videotaped Family Role-play Acthfity (see ^pendix H): This activity provides 
students with a concrete and structured way of practicing communication skills, 
assessing their own stroigths and needs, and providing peer feedback. It is most 
efifectivs when done as a videotaped actwity. If this is not possible, it can be done 
without videotaping. 

5. Preparing for the videotaped family role-play activity can be the focus for 
another class activity. A rating scale has been developed for helping students 
with self-assessment and feedback associated with the intervie%tfing skills (see 
^pendix H). Providing students v^th this rating scale and giving them prat^ce 
in using it can be accomplished in class in several ways. Showing a videotaped 
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interview, espedaiiy one that is blatantly ineffective, and asking students to rate 
the intervieiver is o€k£ strategy. Another strategy is to ask stud^ts to iiartidpate 
in a role-play activity m which students are divided into three groui>s: parents, 
interviewers and ol»»ervers. Tb& MiUer Family Vignette is provided in Appendix 
I as a structure for coiKhicting this dass activi^. The rating scale could be used as 
a vehicle for discussing this role-play j^^ty. 
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Nodule II 
Service Coordkatioifi'^ 



Putic^t directives 

1. Participants will be able to define service coordindtioa (formerly called case 
management) and describe the functions of the service coordiiiator uxider Part H 
of IDEA. (K) 

2. Particii>ant$ %vill be able to identify ways of maximizing pareitt/'professional 
partnerships aiKi interprofessional collatoration throisgh Ihe practice of service 
coordinatioa (K) 

3. Participants will be able to describe some of the complex issues and challenges 
related to service coordination in eariy intervention. (K) 

4. Participants will be able to define a variety of different approaches to service 
coordination in early intervention, and their advanta^s and disadvantages. (K) 

5. Participants will be able to describe some of the issues to be considered in 
designhig a system for service coordination. (K) 



1. Bailey, D. B. (1989). Case management in early intervention. Journal of Early 
Intervention J3{2), 120-134. 

2. Dunst, C. J. (1989). An enablement and empowerment perspective of case 
managemoit Topics in Barfy ChiUffsood Special Education, 8iA), 87-102. 

3. Weil, M. & Karls, J, (1985). Historical origins and recent developments. In 
M. Weil, & J. Karls (Sdk), Case management in human service practice (pp. 1- 
29). San Francisco. CA: Jossey-Bass. 

4. Zipper, I., Weil, M., & Rounds, K. (1991). Service coordination lor early 
intervention: Parents arnt professionals. Chapel Hill, NC: Carolina Institute for 
Research on Infant Personnel Preparation, Frank Porter Graham Child 
Development Center, Uraversity of North Carolina. 

* Hiis module was developed in collaboration with: 

I Dr. Mtkty Hmrtii, Msodate Director, Nafional Early Childhood Technical Assistance System 
(NEC*tAS), FPG Child Development Center, UNC-CH. 
Mi. Imie SpptT, CUaPP, FPG Child Development Center, UNC-CH. 
I Dr. Marif Wcfl, School of Social Work, UNCXH. 
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Su^ested Teadiing Activities* 



L The "Naixtt Game" activity and discussion is a strategy for developing a definition 
of service coordinati(m that is consistent with the spirit and intent of Part H of 

A. Ask participants what tt^ term "service coordinaticm" (fom^ly called 
"case management^ means to them, llie dififmit definitions given 
should demonstrate discq;>linary and a^ncy difiteroKes in terminology 
and language. Definitions might include tlK Mowing: managing files and 
data, loping individuals who cannot bdp ttonseh^s, assisting people in 
untterstanding a complex institution, sijdi as a hospitel, etc (See The 
Name Game** overhead in Appendix J for a sample definitions). 

B. Present excerpts from the statute and regulations that pertain to service 
coordinati<m (see Ai^iendix J for san^le overheads). 

C The following (tefiniticm of family-centered service coordination could be 
provided as om that is consistent with the intmtions of Part H of IDEA: 
Family-centered service coordination is an on-going partnership with 
^unilies that assists them in finding and »:cessing informal and formal 
supports that meet tl^ chan^ng needs and priorities (See Appendix J 
for overhead of definition). 

D. Participants could be asked to consider the following question: If this 
definiticm of service coordination were put into pr^rtice, what differences 
would it make for Amities and children, service providers axKi 
communities? (See Appenduc K for %vorksheet for this question). 

2. Providing information cm difiierent service coordination models is a strategy for 
providing infonnati(m on how one might implement a fonuly-centered approach 
in an eariy intervention setting. Hie information on models mi^t be organized 
in terms of the following questions: 

A. Should the service coordination position be held by son^ne who is part 
of the early intervention program or someone who is independent of the 
early intervention program? 

Traditionally the position has been held by someone who is part of the 
early intervention program, (an "inside" approach) Tbexe are several 
variations within this model The direct service provider assigned to the 
^floiiy may assume service coordinat - on re^nmsibilities as in the home 
visitor model; a "dedicated" service coordinator hired by the program may 
provide service coordination to all funilies; or in a transdisciplinary model, 



*Thesfi teaching activities were develc^Jed by Dr. Joicey Hurth, NEC*TAS and Dr. Irene Zipper, 
CIRIPP. 
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the team may decide who will serve as the service coordinator for each 
family based on thdr i^eds and desires. A contra^ing iq;^roach is for full- 
time service coordination to be provided through another agency or 
through a private provider or program (an "outside" approach). 

Hi^re are pros and c(ms to both approaches. The independeit agency an 
"outsiik" aiproach n^an (mc more person with ^^lom a family 
must interact and develop a rektiim^thip. However, the advantage is that 
ptrsm may have a broaikr uiuierstaiKUng of ccHnmimity services (such 
as day care, health care, tran^rtation, etc) and may be more <H>en to the 
perspective that femil^ may have c<mcems that go beyond what the 
early intervention program has traditionally addressed. 

E If you choose an ''inside" api»roach, who should perform the service 
coordination role? 

C. Should experiei^ed parents be trained and hired in the service 
coordinator role to work \nth other families, if they so desire? 



To provide participants with an opportunity for discussion of pros, cons and 
issues related to each approach, '^e Great Debate" activity could be held. (See 
Aiq)endix L for the instructions for thb group su:tivity, which takes 
aj^roximately (me hour.) One of the outcomes of this exercise is the realization 
that there is no perfect model Hie strengths of one ^roach may be the 
weaknesses of aiK>ther. The debate exercise could be followed with a discussion 
of strategies for minimising the inl^rent weaknesses of each model and 
maximizing its p<HentkI bmfits. Participants may also brainstorm factors 
which influme the decision to ado|^ a ghren model, such as local resources, 
existing services, and interagency involvement 

The following exercise will give participants an opportunity to analyze how 
service coordination is being implen^ted in local programs. Ask participants to 
consider an early intervention setting, such as their practicum site, with which 
they are ^miliar. In small groiqis, ask participants to consider the following 
questions. 

a. What are the various ways in which parents are involved in service 
coordination in this setting? 

b. What are the responsibilities of the service coordinator? 

c. How does the service coordinator facilitate fan'tlies' transitions among 
services? 

d. What preparation/training do service coordinators get for their roles? 

e. What procedures exist for handling differences among parents and 
professionals? 
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f. How do a^ncy policies £aciiitate or impede effective parent/proiiessionai 
collaboration? 

g. How do agoicy polidties facilitate or impede effective interprofessional 
collaboration? 

h. How is the service coordination program funded? 

After about fifteen minutes, facilitate a discussion in the large group of the ways in 
which different a^ncies have addressed these issues. 
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SECTION III: 

Evaluation 



Emluation Results 



How to measure the effectiveness of training in the area of working with 
families is a tin^ly and challenging question. Traditionally preservice training has 
been evaluated through participant knowledge tests and participant satisfaction 
measures. However, this ai^oach has been desoribed as inadequate within the 
early childhood literature axkl curr^t oi^hasis has been on tlu in^rtance 
of addressing student outcome at the levels of knowledge, attitudes and skills 
(McCollum, 1982). lb& probi«n this poses for those attenq>ting to evaluate family 
curricula is twofold in that ti^ flekl is still working towards 1} ic^ti^nng an agreed 
tq)on set <^ family competencies, and 2} (teveloping valid ami reliable instruments 
and strategies for measuring tlu)se competeiKies. Oik of the <mgoing activities of 
the Carolina Institute for Research in Infant Personnel Preparation has been the 
development and field-testing of measure for assessing tl% efficacy of training in 
family-centered c(mtaiL Hie preservice £eimilies course has provided one context 
for this activity, and the evaluation results ¥^ich follow include a portion of the 
efforts in this area of study. 

As mentiomd earlier, the student competencies addressed in the families 
curriculum are at the knowledge and attitude levels. Therefore, a knowledge test 
and two attitude n^asures, oi% related to working with families and one related to 
working with teams, were used for evaluation purposes, in ackUtion to a student 
satisfaction measure. These instruments are all provided in this section of the 
curriculum. 

Kaowied^ Test A 31 item knowledge test, consisting of true-false, multiple 
choice and short answer questions was administered to students at the end of the 
course. Hie total possible score was 31. Hie mean score was 30, the range being 
from 25 to 31. Hiis su^sted that all stwknts exited the course with an acceptable 
level of factual informati(m about working with families. 

lisnes Ib Early Interna tioii. (Humphry & Geissinger, 1990). An 
experimental measure of attitudes towards working with families in early inter- 
vention, developed through Institute efforts, was used to collect pre/post data on 
students. There was a significant difference (p<.0001) in the expected direction 
between the mean pre and post scores on this measure. Although precautions 
should be taken in interpretations of this result because of the Gg^eriments' nature 
of this measure, this suggested that students' attitudes towards working with 
families became more family-centered over the semester, possibly as a result of the 
families curriculum. 

Hm IflterdUdpUflaty Team fai Early Interveotlon. (McWilliam, 1990). An 
experimental measure of attitudes towards working on teams in early intervention, 
developed through Institute efforts, was used to collect pre/post data on students. 




There was a significant difference (p<.0001) in the expected direction between the 
mean pre and post scores m this measure. Again, precautions in interpretations 
must be made because of the lack of data on reliability and validity of this 
instrument; howewr it does suggest that stwients' attitwies towards working %vith 
teams changed as a result of the interdisciplinary course experience. 

Partk^nat Feeiftack. A measure of stuctent satis&ction was administered at 
three points in time over Urn seme^r. 1 month, 2 n»mths, ami 3 nK»iths into the 
semester. At eadi data coUecti(m point sati^iction was quite hi^ With a rating of 
"5^ indicating the highest level of satis&ctk>n, tl^ mean scores were X=4A at Tin^ 
1, X=4.1 at Time 2 and X=4.1 at Time 3. In response to the open-en6ed question, 
"What aspect of the class %vas most bei^dalT, most sti«ient$ menti(»ied the class 
discussions and the oi^rtunity to hear the perspectives of participants hrom 
different disciplines and backgr<Hu^ 

D^^dpUntry differences in participaiit outcome. A question of interest 
related to whether or not there were disciplinary differences in terms of student 
outcmnes. To address this question, stuiknts were grouped according to whether 
their curroit discipline was within one of the health related schools or divi$i<ms 
(nursing, speech-language pathology, i^ical therapy) or within the education 
school (school psychology, special education). Comparisons between these two 
groups %vere made on the measures described above. There were no significant 
differences. 
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Partidpant Demo^rai^c Informatioii 
Fresentkt Famhles Pn^ct 

Today's Date / / 

MM DD YY 

Please circle the ai^ropriate number or letter corresponding to your answer for 
each item or else supply the reqi^ted informatioa 

1. Please provide the last four digits of you social security number. 

2. Your name 



(Last) (First) 

3. Sex 

n Female 

□ Male 

4. Birthday / / 

MM DD YY 

5. Race 

D American Indian 
D Asian 

□ Black 
n Hispanic 

□ White 

□ Other (specify ) 

6. Marital Status 

□ Married 

D Not married 

7. Parental Status 
D No children 
D Have children 
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Please imiicate the high«»t (tegree(s) you have earned aiKi place the 
ai^ropriate disdpUne co<te(s) in the space following the degree. 



G Associate 
D Bachelors 

Masters 
D Doctorate 
□ Medk:al Doctor 



DisdpliiM 



Code 



01 Audkdogy 06 

02 EducatiiHi 07 

03 Medicine 08 

04 Mu^c Therapy 09 

05 Nuisii^ 10 



Dbdptet codes: 

Nutritimi 11 

Occupatlona] Therapy 12 

niysteal Education 13 

Phgn^ Theran^ 14 

Fsjfchology 15 



Rehabilitation 
Sodai^Hit 
Spcdal Education 
Speed^.ai^uage Pathology 
OtI»r (fpedfy) 



9. Please indicate the degr^ are currently seeking aiKi place the 
appropriate discipline co<te in the space following the degree. 



n Associate 
D Bachelors 
D Masten 

Doctorate 
□ ^fedical Doctor 



DtodpQiie 



Code 



10, In which year of your graduate program or residency/internship are you? 



11. Have you taken course in the area of the family or been exposed to family 
content in courses where the pdmary focus was not the family? 



If yes, 



yes 



no 



a. Number of courses in the area of the family 

b. Number of courses where some family content was provided but was 
not the primary focus 
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12. Have you taken ccmrses in the area of early childhood or been exposed to 
early childhood cmitent in courses where the primary focus was not the 
young child? 

yes no 

If yes, 

a. Number of course in the area of early childhood 

b. Number of courses where some early childhood content was provided 
tmt ¥»s not the jMrtoary focus 

13. Please indicate how many years of professional work experience you have 
had. 

Please list the types of professi(M^ work you have done: 

O c MitfaltoB Lisgtfa ^ Emfkvmtst Hn. WwM/Wttk 

a. ' 

b. 

c. 

14. How many years have you worked with handicapped children and their 
families? 

15. Please briefly describe any practica/intemship experiences you have had 
related to fiunili^ or young children (ages 0 to 5). 

Typt of Sflttiflg PiopdatioB Scmd Ungtii of Tim Hn. WofMWMk 

a. 

h 



t 

16. Following completion of your present degree, what tyi^ of work would 
yc^u like to do (e.g., type of setting, population served)? 



(Qamer-McGraw. McWHiiam & Wfnton. 1990} 



©# 

Oast 4 digits of SS «) 

DATE r / / 

Knowied^ Test 
Woridng with Famflies ia Eariy Interveation: 

These questions are based cm tht objectives and readings ym did for this course. 
Please resjNMKl to each <]t^<m to best of ymtr ability. With tht exception of 
short answer (juestions, please drde your resjNmse to each question. Thank yoa 

1. The mandates of P.L. 9M57 are the same for Part H (birth to 3 

years) a»i Parts (3 to 5 Years). T F 

2. North Carolina has passed state Illation mamUtii^ tl^ early 

intovention services to children and &milies guaranteed by 

P.L. 99-457. T F 

3. P.L 99-457 mandates that an Indhridualized Family Service Plan 

(IFSP) must be develqied for each child eligible for 

intervention services, both at the 0-3 a^ ran^ and the 3-5 

age range. T F 

4. Please list and briefly describe three models of disciplinary 

teaming. 

a. 



b. 



c 



5. Regardless of disciplinary training and background, most 

professionals working in early interventicm settings use the 
same diagnostic measures and instruments when assessing 
children. T F 
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6. Mr. & Mrs. Sandiez" new baby almmt died from a life- 

threatening ilb^ss thai teft the bat^ neuroiogically dama^ 
When ths baby cmnes home after a lei^thy hospital stay, the 
SaiKhez fiunily refuses the help d the early intervention 
team. Hiey say they hope a mirade will cure their daughter 
jiist as a mirade saved 1^ from death. CiK>ose the 
interpretation of tl^ir ai^m>i^ to intervention that would 
be considered the nuxst femily focused: (circle one) 

a. This is an example of denial. 

b. This is a percefi^ cojring strategy. 

c. TTiis is a family with cognitive deficits. 

d. This ^unily i^ds a thorough psychiatric assessment 

7. Family vahies and traditions impact on the day to day routines of 

the ^ly. T F 

8. An intervoition aj^oach that is successful with one family of a 

gh«n cultural backgrmoKi is quite likely to be successful 

%idth other £uTiilies of that cultural badcground. T F 

9. The way a family defines a stressor event will influence their 

adaptation to that event T F 

10. Research has indicated that intervention services provide the 

greatest source of st^port to families of young children with 

handle^ T F 

11. Basically all families of children with handicaps adapt to the 

stressors associated with parenting a duld with hamiicaps in 

the same way. T F 

12. An interventionist told a nu^twr of a ymmg hamlicapped child 

that the mo^tm would have to spend 20 minutes a day doing 
physical therapy exercises with her child. This is an example 
of family empowerment T F 

13. Parents of young children with handicaps who are mentally 

retarded themseh^ should be excluded from the 

empowering approach to intervention described by Dunst 

Trivette, & Ikal (1988). T F 
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14. P.L 99-457 states that family n^nbers are a part of the 

multidisciplinaiy team. T F 

15. An infant or toddler (isKter three years) anatA. receive any early 

intervoition services until an IFSP has been completed and 

placed in the child's file. T F 

16. Regardless ci the child's level or type of disability, ^unilies have 

the right oot to oiroll the diild in an early intervention 

program. T F 

17. ProfessicHial perspectives on the i^eds of young children with 

handicaps lead to more functicHial goals being set than do 

parental perspectives. T F 

18. Child assesm^ ^ould be shaped by the following: (circle one) 

a. ^unily pri(»riUes 

b. informational needs of &mily 
c chUd characterises 

d. professional ccmcems 

e. all of the above 

19. Informed consent must be obtained from parents for any and 

all assessment activities. T F 

20. Part H of Public Law 99-457 and tlv proposed regulations do not 

prescribe particular asses^nent formats or procedures. T F 

21. An interventionist determined from demographic information 

that a child's grandmother Uved next door to the child's 
£amily. The intervoiticniist identified the grandmother as a 
'family strength' on the IFSP document In a sentence 
please critique this approach. 



22. You are an administrator reviewing IFSP's. You review one that 

has only goals in which the diild is the target Can this IFSP 

comitkred appropriate ghren P.L 99-457? (Choose one 
answer and please give a brief rationale for you choice). 

a. yes (Rationate: ) 

b. no (RatIonale:___ ) 

c. cannot be cbtermined from this information (Rationale: 

) 

23. P.L. 99-457 has mamiated that IFSPs must include a statement 

of outcomes including the criteria, procedures and timelines 

used to determine progress towards achieving them. T F 



73 



ERIC 



24. P.L 99-457 states that prolessi<Hial decisions regarding IFSP 

outcomes should override jiarentai decisions ^ihm there is 

team consensus that the parents* decisions are not in the 

best interest ttm diild. T F 

25. The intent of P.U 99-457 is for all states aikl communities to use 

a standard IFSP format T F 

26. Research has documents that comnnmication is an art; 

communicati(m dulls cannot be taught T F 

27. Research has denumstrated that communication is primarily a 

verbal activity. T F 

28. Closed-^ded questions are the most effective way of gathering 

information from feuniiies because they provide more 

specific information. T F 

29. In P.L. 99-457, it is stated which disciplii:^ should be responsible 

for carrying out the case manager's role in early 

intervention. T F 

30. Providing mformation ami making referrals are considered to be 

the most important roles for a case mana^r. T F 

31. P.L 99-457 states that a profiessional who feels best cjuaUfied to 

be the case manager can designate themselves to function in 

that role with an individual &mily. T F 



74 



73 



ID# 

(Ust4digitsofSS») 
DATE: / / 

Participant Sati^ti<m 
Woffldng widi F^uallfes In Esaify Intarventioiu 
An InigiiUsdpiimrg Fa-^pecHm 

Please answer the following qt^ticms by drcUng ti^ resjxmse which best 
represents ycmr own opini<m. If y<Hi have aMtional commoits you would like to 
make, write them in the margins or on the back (tf the last page. Please be honest 
in providing this feedback as it be used in making revisions in the course 
curricultmi. 



1. 


How useful vitn the toincs covered 
by the course (as mitUi^ in tht 
course syll^ms) in preiaring 
stud^ts to work with funilia? 


1 

Not very 


2 


3 

Somewhat 


4 


5 

Very 


2. 


How useful were the assigned 
readings? 


1 

NotataU 


2 


3 

Somewhat 


4 


5 
Very 


3. 


How much tmne did it take to 
complete assigi^d readings? 


1 

Very little 


2 


3 
A 

reasonable 
amount 


4 


5 

Too 
much 


4. 


How much time did it take to 
complete homework assignments 
or prepare for case discussion? 


1 

Very little 


2 


3 
A 

reasonable 
amount 


4 


5 

Too 
much 


5. 


How usdiul was the information or 
guidance provicted by the 
instructor during class? 


1 

Not at all 

• 


2 


3 

Somewhat 


4 


5 

Very 


6. 


How useful were ths class 
discussions? 


1 

Not at all 


2 


3 

Somewhat 


4 


5 

Very 


7. 


How useful were the contributions to 
discussions made by other 
students? 


1 

Not at all 


2 


3 

Somewhat 


4 


5 

Very 


8. 


How comfortable did you feel 
participating in class discussions? 


1 

Not at all 


2 


3 

Somewhat 


4 


5 

Very 
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9. 


How useful were the case exan^les 
or case studies provided by the 
instructor in uiKferstaiKling the 
course content? 


1 

Not at all 


2 


3 

Somewhat 


4 


5 
Very 


10. 


How useful has it been to have 
students from different ctisdplines 
together in the same class? 


1 

Not at all 


2 


3 

Somewhat 


4 


5 

Very 


11. 


How well pr^Kured would a stiKient 
taking this class be to work with 
families of very young children 
with handicaps? 


1 

Not at all 


2 


3 

Somewhat 


4 


5 
Very 


12. 


How useful was the indhHiduai 
(videotaqxd) role-play to you as a 
learning ezperieiKre in woricmg 
with fiuniUes? 


1 

Not at all 


2 


3 

Somewhat 


4 


5 
Very 



13. How useful do you think the 1 2 3 4 5 

information and experiences from Not at all Somewhat Very 

this class related to working with 

professimials from other 

disciplines (ialerttfc^fiiiay 

tianiwork) will be in your future 

professional work? 

14. How useful do you think the 1 2 3 4 5~ 

information and experiences from Not at all Somewhat Very 
class related to worldag wUli 
fasdl^ will be in ^ur future 
pritfessional %vork? 



15. How similar were the ideas and 1 2 3 4 5 

information presented in class on Not at all Somewhat Very 

working with funilies to those you 

have eiKOuntered in other classes 

or throu^ practicum/intemship 

placements? 

16. Would you recomn^nd this class to 1 2 3 4 5 

other students in your Definitely Uncertain Defi- 

departmental training program? not nitely 




76 



17. How interested would you be in 1 2 3 4 5 

taking additional course work on Not at all Somewhat Very 
workhig vnth families (follow-up to 
this cmurse)? 

If interested, what ccmtent would you 
like to see inducted in fbilow-up 
course work? 



18. How interested are you in pursuing a 1 2 3 4 5 

career in early interveition? NotataU Somewhat Very 

19. What aspect(s) of this course have you found to be most beneficial to you? 

(Use back of page if necessary). 



20. What change, if any, do you think need to be made in conducting this course? 
(Use back of pa^ if necessary). 



(McWilliam. P. J., 1990) 
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Issues !a Ea4y laterventioii 

We would like you to share your (H>ini(ms about issues in early intervention. Please 
circle the response v^ch best reflects your opinion. 



1. I have some oiiKem about whether t)w early 
intervention legislation (PX. 9&457) will actually 
work for tihe toieiit of children with qiedal 

needs. SA 

2. Interventionists arc more likely to be realistic 
^bout a dilld with qi^ia] needs than are the 
parents. SA 

3. I believe it is OK for a &mily to take a break 
ftom therapy even if I think that the child's 
progress nuy suffer. SA 

4. Parents are as <ssab\e as intcrwntioniste in 
identifyii^ needs of their child. SA 

5. Tht RH^ ^^m^niate time to include &mili» in 
setting priorities for trestfiiMmt is in the pMt 
asses^nent periml nAien we kiK>w something 

about the child's mmu. SA 

6. To be the most efSecth«, therapy needs to occur 

with a care0ver in the room. SA 

7. Families should help determii^ tlw nature of tl» 
assessment SA 

8. Ififomiati<m about availaMe services ^uld be 
provid«i to pormts b^re ^abll^ii^ goals. SA 

9. Interventionists should focus their attention on 
teaching mothers information about caring for 

their children. SA 

10. If a family does not follow through on 
recommend^ ^viti», the interventionist 
should explain their importance and make 
wg^tions that would tWlp them follow the 
recommendations. SA 

11. In setting priorities, the interventionist ^Kmld 
adlwre to what i/h§ thinks is best for the child 

even if the family requests alternative priorities. SA 



SA a Strongly Agree 
A a^ree 
U » Uneertain 

SD = Strongly Disagree 



U 



U 



u 



u 



u 



u 



u 



u 



u 



A 



u 



u 



D 



SD 



SD 



SD 



SD 



9) 



a) 



9) 



SD 



SD 



SD 
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12. During the first few moitths after a fiunity iearm 
of thdr child's disidrilHy, it is not realistic to 
»pect them to inviriiml in planning services. 

13. Families (to t«A hn« mteqttatc information to M 
with settii^ gpsis until they hear about evaluation 
results. 

14. Using parent input for setting goab might 
conqyromise the quality of intcrvmtion services. 

15. It is hani for fiunilies to be realistic about the 
in&nf s abilities when s/he has developmental 
delays. 

16. Parents are in the best position to dedde which 
disciplines should provide services for their 
child's needs. 

17. Parents need help to communicate effectively 
with their child who has special needs. 

18. The child's treatment needs should be identified 
before asldi^ the parent's priorities. 

19. Families have difficulty knoiiring what goals are 
important until tiiey are informed about an 
agency's services. 

20. My experience* as a fimily member help me 
appreciate how other families fonction. 

21. In setting priorities the interventionist should act 
as tlw drild's advocate ami be sure the parents 
understsid the interventtof^s reasons for 
prioritidng goals as s/he has. 

22. Family involvement in ^ settit^ is not realistic 
during the fiftt i^ momlM after the funily 
ieams about their child's handioq). 

23. Families need professional input to be realistic 
about the abilities of their child with special 
needs. 

24. When attendance is a problem the first thing an 
interventionist should stress is the importance of 
early treatment 



(Humphry, R., & Geissin^r, S., 1990) 
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The Intefdisdidiiiaiy Team in Early Intemntioii 

Assessment and tnterventi(m services for handicaiqied in&nts and their families are 
typically provided by an interdisaplinary team. Team members represent a variety 
of professional disdjHines (e.g., special education, speech and language pathology, 
sodal work, nursing, occiq^omi theri4)y, nutrition, psydM}logy, i^i^ical therapy, 
audioiogy, pediatrics/n^dicine). Each member of the team contributes his or her 
discipline-specific knowledge and skills in providing early intervention services. 
Interidisciplinary teams vary in their cmnposition; usually ran^ng from three to 
sewn members. In «ikiition, team membm may woric within same bulling or 
may be di^rsed across several locations or a^iKies. Fiially, early intervention 
teams may differ in terms of the iH>pulation tiiey serve (e.g., type or severity of 
handicap chOdren) or the primary functicm of ti^ir services (e.g., assessment, 
interveiUion, hmne-based, classroom-based). 



Put I. hutme^Umst Listed below are 29 statements about interdl^plinary teams in general. 
Pte»e imUcate tlK degm to which you agree or disagree with each statemrat using tiw code 
provided below. Please provide a r^ponse to each statement and only circle one c(Hie per 
statemenl 



1. Each team member should be fully aware of Q» 

assessing aiKt intervention activities conducted by 
Q^itr team members with a child aiKl family. 

2. When conflicts arise moT^ team members, it is best to 

ignore tiMm. 

3. Pritfessionals can learn a great deal from team members 

outside of their own disdpliiK, 

4. Involvement of jUl team members in planning and 

d^sion-making is an inefficient use of professional 
time. 



SD= Strongly Disagree 
Da Disagree 

U» NeitiMr Agree nor Disagree 
Aa Agree 

SAs Strongly Agree 



SD D U A SA 



SD D U A SA 



9> D U A SA 



a) D U A SA 



S. Tlv needs of the team should determine the role a 

p.^^essionat takes; not the professional discipline >. 
that team member. 



a) D U A SA 



6. Some profb^onal disciplines have more to contribute lo 
the eariy inter^tion team than others. 



SD D U A SA 
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SD= Stror^ Disagree 

Us Ndther Agree nor Disagree 
A° Agree 

SAs Stmngly Agree 

7. Professionais should acdveljr encoura^ other team 

members to give feedback on the ass»snent and 
interventkm plans they develop for a child and liamiiy 

b^re decisions are made. a> D U A SA 

8. Frequent communicatbn among team members is not 

neccssaiy for proviifir^ good ser^ces to a ddfd and 

family. S) D U A SA 

9. ProfessiofnU ^uld share new knoirie<^ and ddlls (e^, 

fhmi journals or w o rk rf io ps) with other memben of 

the team. SD D U A SA 

10. Team members should not be inwirived in deci»(ms 

f^snUng child or faanlf ismm for vrhich tN^ did not 

receive qjcdfic profestionai trainii^ SD D U A SA 

11. The role of a profostional may chai^ con^derably when 

assigned to a different team. SD D U A SA 

12. Tht sugge^orai (tf sanw team men^rs are nK>re 

iti^ortant than time of others. S) D U A SA 

13. All team memben should hold a common belief or 

irfiilosophy about the goals of services to children and 

families. 9) D U A SA 

14. When developing an intervention plan for a child or 

&mlly, asking the opinfons of team members outside 
your own diKipiinc is an effiective use of everyone's 

time. » D U A SA 

15. Professionals should share their disdpiim-^wdfic skills 

and knowledge with other team memben. SD D U A SA 

16. The role of each team member should be clearly defined 

and consistent over time. SD D U A SA 

17. Getting to know other team mend^en on a personal basis is 

helpful to the snwoth (^ration of the team. SD D U A SA 

18. Profiessionals should concentrate on acquiring new skills 

and kno«ide(^ within their own discipline ani not 

cross over into otiien. SD D U A SA 

19. Decisions or plans arrived at through team consensus are 

superior to those arrived at by ii^Mdual team 

members. 93 D U A SA 

20. The professional discipline of a team member should 

define his or her role on the team. S) D U A SA 
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SD= Strongiy Disagree 
D= Disagree 

Ua Neither Agree nor Disagree 
A= Agree 

SA= Strongly Agree 



21. Pnrfe»lmials are re^pon^e for provkiii^ support and 

enoMir^anent to otiwr team tnembers. SD 

22. Pn»fH^<maIs (to mrt iMed die ii^t or ai^rov^ of other 

team moiteis in plannii^ assessmenti or 

interventtons reU^ to ^r om d^dpline. S) 

23. Each tern nmvber $hm\i hsvt as much ()edsion«makii^ 

p(»ver m any o^r member. 9) 

24. Disousiona of team mendiers' feelli^ dktmt how well the 

group is worldly together are a wa^ of time. SD 

25. It is Importuit for all team members to express their 

oj^nioitt before a final ded^<m Is m»ie. 8D 

26. Professionals should ensure that skills related to their 

disdpilne are not used by team members trained in 

other disciplines. S) 

27. The contributions of all profos^ona! disciplines on a team 

should carry equal wei^ 9) 

28. Team members should restrict their activities with children 

and ^unities to tiiMe related to their discipline-specific 
piofiessional training. S> 

29. Team meml^ n^ to like e^h other in order to be able 

to work together effectively. S> 



U 



U 



u 



u 



u 



u 



u 



u 



u 



SA 



SA 



SA 



SA 



SA 



SA 



SA 



SA 



SA 



ftrt n. iBstnidtoat Suppose you are develf^i^ an eariy intervention prc^ram for handicapped 
infants and thdr tollies. The pn^ram is (k^giKd to provide bo^ ^sessment and !«)me-ba^d 
intervention seivi^ U^i^ the list below, indicate ]K)ur priorities for the stafiing of your new 
program. Put a T beside the profM>nal discipline you diink is most necessaiy for the program 
(i.e., early inteiventlmi team). Place a besi^ the discipline which is the ntxt most important, 
and so on until you have raidced all ten disciplines ^cording to your own priorities. 

Sp^l^ Education 

Sp^ch and Language Pathology 

Occupational Therapy 

Nursing 

Nutrition 

Psychology 

Social Work 

Pediatrics/Medicine 

Audioiogy 

Physical Therapy 



(McWIIMam, P.J.,1990} 
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Appendix A 



OtttiUfifi of Cmc Con^fit^MiIss for 
Wofldi^ witii Famfliefl la Enly latetventioii 

Five ms^or functions p^onned across di^pUnes are identified and separated into 
^mral competeiKies. Sp^ific coiwei^ual (knowi^i^), percQ»tiial (attitiKle) and 
behavioral (practice) sldUs are (tescribed in the form oi histnictional objectives 
and are IL id umter each competeicy. 

These competei^ies were deiH^ from the following sources: 

L Current literature (Bailey & Sin^onsson, 1988; Dunst, Trtvette & Deal« 1988; 
Johnscm, Mdkmigel, & Kau6nan, 19^, Tumbuli & Tumbull« 1986) defining 
*best pr^tice" in working with ^lil^ in early intenrenticm. 

2. A prioritisatim <rf content areas for inclusion in the preservice families 
curriculum by fumity axui students wtui jrilot-te^ed the curriculum on the UNC 
campus. 

3. An inservice curriculum on family-focused intervention pilot-tested in North 
Carolina, Maine and Louisiana. 
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M^jor Foactkms and Relate ComiMteiides 

L Devel(H)ing a Philosophical Framework 

A. Incorporating an eook^al ^^oach 

B. Incorporating a &inUy systems approach 

C. Inoirporating an empowerb^ iqsproach 

IL Collaborating with Other Profbsimuds 

A. IiKorporating an iitfifdisdplinary ^^»roach to intervention 

B. Establishing a coUaborative relationship with prc^sional team members 

IIL Gathering Family Information 

A. Developing an assessment plan 

B. Uentiiying families' resources, priorities and concerns 

IV. Planning Intervention with Families 

A. litentifying fiimiUes' aspirations, hopes and outc(»nes 

B. Identifying attemative strateges md criteria for afxompiishing outcomes 

C. Woridng as part <tf team in develi^ing a written plan which integrates 

assessment and goal-setting information (IFSP) 

V. Implementation 

A. Providing, monitoring and evaluating direct services ickntified in IFSP 

B. Coordinating with other professionals or agencies who might provide services 

as needed 

C. Mobilizing existing social supports as neeckd 



Sp^ific Skills Relate to Competencies 

I. Developing a Philosophica] Framework 

A. Incorporating an ecological approach 

1. C<»ic€|^ual 

a. Dommstr^ towwlcd^ of an ecos^r^enric paradigin as a way of 

un^m«iding *di iW cMIdrai, i^ilics and th« ro!« of early intervention 

b. Descf^ tlie n uwdMe* and int«it of FX. 99-4S7 and r^ated legialatimi 

in n^ard to paimtal ami respcm^llties rela^ to eaiiy intervention 

2. Percej^ual 

a. EqxHtae ^ bdief tiiat CunlHes stHwId be able to participate as equal 
partners in Hie plannii^ of goals and services 

3. BehaMoral 

a. D«nonstrats tt» ability to individualise working ¥Hth ftmilles, 

dqiendif^ upon eadi tunny's unique ^tuation. 

b. Demonstrate strat^es that alkiw (Allies to exercise their 1^ ri^ts 

<^ «iual partnenMp, if tl»y want 

B. Ii^f|K>ratlng a £unily systems approach 

a. Demoi^rate kinmieil^e of three key components of family systems 

tlwory (mbssntems, boumlMia and hierarchic) and ^elr Implications for 
interMiitimi with families 

b. Describe one's own cultural values and how these might affect your 

work witii ^nilies 

2. Percei^ual 

a. Espouse the attitude or belief that the young diild is best understood 

in the context <^ the wMe family, sid that dui^ or intervention directed 
at om family member sifKts every otiier member 

b. Reo^nise that every ^iiy has strei^tln, resources, and capabilities 

3. Beha(vioral 

a. MakM efforts to bring the wiwle family toother and explain the 

rationale for etidtif^ the support of all relevant family members in the 
intervention process 

b. Demon^rate the ^lity to i4ajtt Intervention practices to fit the 

cultural a>ntest of di^ent lilies 

C. Incorporating an empowering i^iproach 

1. Concet^ual 

a. Define ".(teds-based" and "service-based" approaches to intervention 
and explain the differences between the two 

2. Perceptual 

a. Espouse the attitude or belief that effectiw intervention begins with 

how ^milies define their situation rather than with a presentation of services 
available 

3. Behavioral 

a. I^mmstrate the ability to listen to Iww families define their situation 
and tlw events related to their nandicai^ child. 



II. Collaborating with Otlier Professionals 

A. Incorporating an interdisciplinary approach to intervention 
1. Coixeptual 
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& Describe briefly the ti^jor roles in eariy intervention of the foilowii^ 
disdplinef: minify physical thcnqq^, ocoqiationa] theranr, ^eech, 
pediatrics, au4ioiogy, mitritiwi, spedal education* psycholoty 

b. Describe numiates and ii^nt o( PX. 9M57 and su^equflit state 

i««s as they affect interagency collaboration at the state and local levels 
2. Perceptual 

a. Espouse the belief that early intervention is not t}» worii of a single 

disdpliiM but must be ctmducted in an interdiscipHnaiy conteit in order to be 
effective 

b. Recognke that service delivery q«tems are often fragm«ited and 

unooortinat^* creating ways to coordimite services at loc^, r^onal and 
state levels will improve services for children and i^ilies 
a Behavioral 

a. Demon^rate the ability to seek out qjedalixcd knowledge and ^ as a 

resource in coordinating with other proMonals, as me^, in deveMng 
and imiNementing an intervention ^an acconUrnl to ^ily preference 

b. Identify and meet with professionals from ail agencies and programs 

in your local community rrievuit to early interventim to iiev^ff key 
issues aasodated with ooordinatii^ services ai^ to deveh^ a plan for 
addressing Umm issues 

B. Establishing a collaborath« relationship with professional team members 

1. Coi^eptual 

a. Describe the dimen^ra of effective teams and the dynamics of team 
InterScan, including dedsion-making, communiation and conflict 
resolution 

2. Percei^ual 

a. Espouse the belief that one's om leadership and membership styles 
affect team dynamics 

3. Behavioral 

a. Analyse your role and the roles of otlKrs who are members of a team; 
devel<9 a plan widi otim team monbers focu^ng on how the team could 
become more effective 

III. Gathering Family Information 

A. Developing an assessment plan 

1. C(Hiceptual 

a. Describe a strata for involving families in the development of an 
as^oment plan 

2. Perceptual 

a. Espouse the belief that lilies should be able to determine the level 
and extent of their involvement in pl«irai^ usessments 

3. Behavioral 

a. Demonstrate the ability to determine the followii^ in collaboration 

with the funily. the femi'y's role in assessment, the context for assessment, 
the m^r target areas for assessment, and who will be involved in the 
assessment 

B. Identifying families' resources, priorities and concerns 

1. Conceptual 

a. Identify at least two strategies or means of 'dentilying family resources, priorities 

and concerns 

b. Provide a definition of family "strengths' that is "free" of cultural and 

ethnic bias 

2. Perceptual 
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a. Espmuf the bdief that intetventkm efforts diould stait with the 

imiffi (tefinltkm of v^t is iitiiortif^ 

b. Recogi^fe tivft personal v^tm ami b^ws affect definitions of 

stren^hs 
3.Bel»viorai 

a. DoBttnttr^ tlM eilfocthw identification of ^ily jMi^ctives 

mi sifVi^S^ and link that hiibrm^i<Hi with child and fmily outcomes in 
dev^ipim an littefvnnttei plan 

b. DonoMate tiie lo tcoi;^ t}» way a fiunity d^ms events 

without nuddf^ jtf4gments and pnovldii^ uraoiidted Mivice 



IV. Planning Intervention with Families 

A. I(ientiiying Cunilies' aspirations, hopes and outcomes 

1. Cof^e^uai 

a. Demonstrate kmmrfedge <rf ttw isstm a»odi^ with collaboratively 

establishing outcomes with fiunlHcs 

b. Identify qu^oning skills related to effectively generating femily 

outcomes, dtemathw strate^es for achieving outcomes and criteria for 
success 

2. Perceptual 

a. Espouse the belief that early intervention outcomes generated by 

iiunllies are nwre likely to be efllectiveiy achieve by families than 
outomes generated by pro(essk)nais 

b. Espouse the bdlef that all funilies, regardless of cultural or SES 

tad^grmind, ha^ raources tdiich might efGective in achieving outcomes 
and th^ tN use ^ certain questioning skills is an effective strategy for 
identifying family outcomes 

3. Behavioral 

a. Engage Camilla in the proms of collaboratively generating a set of 

intemmtion outcon^s 

b. Demonstrate the use of questioning skills in order to collaboratively 

generate a set of intervention outcomes 

B. Identifying altemathre strategies and criteria for accomplishing outcomes 

1. Conceptual 

a. Demonstrate knowledge of the range of community services and 

rcsoui^ related to families arat young Itandicasn^ed children and the variety 
of «^ servici» are financed 

2. Percei^ual 

a. Recc^ise the importance of prwiding families with ur^ia^ni, clear, 
and practice information about tt^ availability, accessibility and 
affordability of agencies and resources that m.atch their needs and might 
help them »;hieve identified outa>mes 

3. Behavioral 

a. Provide families with information ^ut community servicis that 

match itoitifi^ needs, when existing resources are deemed inadequate, and 
might provide acceptd^ie alternatives for achievit^ outcomes 

Working as part of team in developing a written plan which integrates 

assessment and goal-setting information (IFSP) 
1. Conceptual 

a. Dernonstrate krowledge of the key components of the IFSP process 

and a format for writing an IFSP that meets the criteria set forth in PX 99- 
457 
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b. Demonstn^ icnowiedge the ciitem for IFSP review and 
rea&sessment 

2. Per(»ptual 

a. Recognize tiiat ti« proces of genemtii^ an IFSP document is more 

important than die written (kjotment; therefore, diere are a variety of 
formats nHiich might be accept^ 

b. Recograse that ^ IFSP is a living docum^t", which will be 

continualh' re^H^ as needs ami outcomes beo>me clarified, revis^l and or 
made more evident over tinw 

3. Beha^noral 

a. Develop and write an IFSP in collaboration with a family 

b. Revise an IFSP in coU^ration witii a family 



V, Implementation 

A. Providing, monitoring & evaluating direct services identified in IFSP 

1. C<mcei^ual 

a. Demonstrate kiuwledge of tiie b»ic (»ni|Ktencies assc^iated with 

your discipline and th*" elated services that might be provided to young 
children with disal»li. a and thdr £unflies aikl strategies for monitoring 
^fecth^iess in terms of achieving outcomes 

2. Perceptual 

a. F.icognize the importance of providing services according to "best 

practice" definitions of your discipline and monitoring the effectiveness of 
direct services provided 

3. Behavioral 

a. Provide direct service as identified in IFSP and conduct a review of 
progress with the funily at least every 90 da^ 

B. Coordinating with other professionals or agencies who might provide services 

as needed 

1. Conceptual 

a. Demonstrate knowledge of the basic competencies assodated with 
m<Klei$ of servi^ coordination 

2. Perceptual 

a. Reo^'ze the important of assisting ^ili» in the prcK^ of linking 
tiiem^Ives and their children with ser>nce providers aikl coordinating 
services 

3. Behavioral 

a. Denwnstrate the ability to help lilies link themselves with services 
identified in the IFSP and coordinating those services 

C. Mobilizing existing social supports as needed 

1. Conceptual 

a. I^mon^te knowledge of a sodal ^ems approach io inter\«ntion 

in w^ich family independence vs. depemlence on professionals is promoted 

2. Perceptual 

a. Reo^gnize the importance of using existing support ^ems in 

achievii^ outa)m& whenever possible as a means of promoting competence 
and independence in ^milies 

3. Behavioral 

a. Help family members to mobilize exten al resources and to influence 
tiiem to be constructive 
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Appendix B 



Vignette — The Mack Family 

Lita was bom at 28 weeks gestation to Mark and Dee Mack. Lita was the Macks' 
secoi^ child Her okler broti^, Jeremy^ was two years old when she was bom. Hie 
Macks' Ihre in south central Wisconsin in a rural conununity about forty minutes 
from tbe medical center where Lita was bom. 

Uta's early life was spent in an isolette in tl^ NICU. Lita was diagnosed as having 
Bronch<q>ulmonary Dysplasia and a smaU ventricular septal defect She spent four 
months in tbs hospiUl and was discharged while she was still on oxygen and an 
apnea monitor and still fed with a naso-gastric tube. Shortly after Lita was 
discharged, she was referred to the linking Intuits and Families Together (LIFT) 
project and was seen 1^ an Infant specialist 

One of the Macks' major concerns was Lita's inability to sustain nourishment Her 
feeding problems and frequent vomiting bouts resulted in very poor growth. Lita 
was frequently hospitalized-trips to the medical center became an almost weekly 
routine. Dee was left with no time alone and little time to spend with Jeremy. 

The Macks were fortunate to have Project LIFT, an early intervention program, in 
their community. 



(Reprinted with pennission of NEC'TAS and ACCH from Johnson, B., McGonige!, M., & 
Kaufnur, R. (Eds.). (1^). (kddeUms and recmvnakd practices for tfm iruiividudized familff 
service plan (p. 21). Washington, DC: Association for the Care of Children's Health] 
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Appendix C 



The Cro%v(kr Family 

Theresa and Michael Crowcter ai^i ti^ir three children, Julie, 16; Roger, 7; and 
Mary, 21 months, live in metropolitan Boston. Mrs. Crowder has AIDS Related 
Conq>lex (ARC) and her youngest child, Mary, v^o was HIV positive at birth, has 
recently been diagnosed with ARC as well. Mrs. Crowder and her husband are 
separated, and Mrs. Crow(kr receives AFCD. Mrs. Crowder, Julie, and Mary live in a 
large sul»idized apartm^t complex. 

Mrs. Crowder and her sister Yvonitt are very close, and Yvonm is a strong and 
consistent siq^rt to Mrs. Crowder and her children. As Mrs. Crowder's disease has 
progressed, Yvonne has helped out by having Roger live with her ^unily. Yvonne 
aiW her husband run a small grocery store in a nearby neighboriiood. They have a 
son a year older than Roger, and the boys are good friends. Whenever Mrs. Crowder 
is hospitalized for ARC treatment, Yvonne also cares for Julie and Mary in her home. 

Mrs. and Mr. Crowder have lived separately for the last year. Theresa is 
struggling to control her drug addiction. Because Mr. Crowder is an active drug user, 
Mrs. Crowder wants to live apart from him. She has entered Methadone treatment 
programs several times in the past two years. 

Mrs. Crowder and Yvoni^ come from a large Italian family. Their parents are 
dea4 but they have four brothers who live in the "little Italy" section of the city 
where Yvonne and her family Uve. These brothers operate a thriving olive oil 
import business. Yvonne has remained close to her brothers, but Theresa Crowder 
has been estranged from them for many years. Theresa was ahvays the "rebeP of 
the family. She was the only one of her siblings who went to college, although she 
only attended for one year on a music scholarship. It was there that she met Mr. 
Crowder. When she married Mr. Crowder, who is not Catholic or Italian, her 
relationship with her family, except for Yvonne, was severed. In fact, her brothers 
still say ''Mama" died of a broken heart over what became of Theresa. 

Yvonne has been very supportive of Mrs. Crowder's efforts to manage her 
addiction, but Yvonne becomes angry with her sister when she quits treatment. 
Yvonne, who has very strong religious beliefs, is impatient of Mrs. Crowder's drug 
dependence. Because she counts on Yvonne for support, Mrs. Crowder has recently 
promised her sister to recommit to a treatment program. She knows it will be a 
struggle, but her relationship with Yvonne is very important to her. 

Mrs. Crowder's health has begun to fail in the past six months. She battles 
minor infections and bouts of overwhelming fatigue. Because of her own physical 
needs, Mrs. Ctawdtt ofttn feels overwhelmed by &e demands of her toddler, Mary. 
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Julie has always been a big help to Mrs. Crowder in taking care of Mary. 
However, she is starting to have problems of her own now. Ahvays a good sttnient, 
her last report card was terrible. She seems glum and moody at home and is 
spending more tin^ elsewhere. Mrs. Crowder had ahvays hoped Julie could go to 
college foi a scholarship, but now she is worried that Julie's la^ report card will ruin 
htr diances. 

Althou^ Mrs. Crowder is anxious for Mary to be with other children, she lacks 
the stamina to take her to the playground or to get together with otl^r mothers and 
children. She is also very concerned about her neighbors discovering that si% and 
Mary are HIV positive. Mrs. Crowcter is veiy guarcted about Uiis medical information 
and has told no one outside her immediate family. Although she feels very alone, 
she is frightened of people learning about her disease. 

Marys health is poor. She has chronic diarrhea and recurrent ear infections. Mrs. 
Crowder says Mary is irritable and hard to comfort Mary is also quite small for her 
a^, and Mrs. Crowder worries about her daughter's ability to fight infe<iioa Mrs. 
Crowder ir«ntions mealtimes as particularly stressful for the femily. Mary is a fiissy 
eater, often refusing what is offered, and throwing *^er food on the floor. Mrs. 
Crowder says that she sometimes feels angry at the baby for making such a mess. 
UsuaUy, thou^ she just feeU tired at the thou^t of cleaning it up and is anidous 
for Mary to become a better eater and get stronger. 
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[Adapted with permission of NEC*TAS and ACCH from Johnson, B., McGonigel, M., & 
Kaufman, R (Eds.). (1991). Cui<klims and recornnxiukd practices for the indhMutli^ family 
service pkm (2nd cd.) (p. 20). Bethesda, MD: Association for the Care of (Hiildren's Health.} 
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Case Vignette Activity 



1. Diagram the Crowder family's internal and external structure using a genogram 
and ec(»nap. 



In making this diagram, did you feel there is additional information about this 
family's structure that you would want to collect in order to plan intervention? If 
yes, please (kscnbe what this information is. 



lot 
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3. List three concepts related to &inily systems theory which you think would be 
relevant to consider if you were working with this feunily in an intervention 
situation. Describe these concepts and give a brief rationale for why you think 
they are relevant 



4. Describe in writing what strategies you would use to collect information related to 
these concepts and give a brief rationale for why you selected these strategics. 
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Appendix D 



Reflecting Fedings Exefdse 

#1 

M: I try, honestly, to do the physical therapy exercises, but I don't get anywhere. 
Woiidng hard doesn't sean to make any difference; he's still so far behind. 

I: I guess you're depressed. 

fInstructor*s Note-Don*t otmmtsrpret/ 

h You sound frustrated. 



#2 



Mz What can I do? I don't know anything about babies with problems. I know I 
should do something, but I don't know what 

I: You sound as if you've given up all hope. 

pnstructor's Note-By scqfing she stmdd do something, Mother has indicated that 
she hasn't gitfen tip alt hope . . . she's confused] 

h If s hard to know which way to turn. 



#3 



M: (Showng interviewer a snapshot of her son) You should have seen him at his 
party. He was really something . . . sitting up like a big boy with all of the other 
children. 

t That's cute. But don't get your hopes up. You know he's not always going to 
be able to participate with normal kids. 
[Instructor's Note-This is advice.] 

h That's cute. You really enjoyed seeing him have so much fun. 



#4 



M: (Mother has her head down, speaking in a low tone <^ voice) I was going out of 
town, but now my mother-in-law is coming for tiie wedsemL 

I: (looking for some pi^rs in her lap) It sounds as if that will be just as 
enjoyable. 

[Instructor's Note-Not mly attend to wksi is said, but how it is said. / 
1: You don't look too happy about that 



#5 



H: Jesse is going to be ev aluated at the clinic next week. Fm eager to find out more 
about his condition, but I know if s going to be a lon^ hard day. 

h If s really going to be great to get more information about Jesse. 

[Instructor's Note-Important to reflect both message commyed in a mixed 
message, Mso to try and better understand exactly the nature of her concerns 
reflect in question form J 

h You're looking forward to getting more information, but you're anxious 
about the long ev^uation process? 



#6 



Mi (Said with tears in her eyes) Fm really glad Jason has gotten into the 
developmental center 

1j (looking briefly at her notes) Oh, I know you're happy about that 
[Instructor's Note-Note verbal and nonverbal behavior J 

h You say you're glad, but you look kind of sad too. 



#7 



Ml (Fidgeting, looking anxious, biting nails, etc. and not talking) 

I: Surely, it can't be that difficult to talk about this; I can't help you unless you 
talk. 

[Instructor's Note-Important to use silence to encourage discussion of difficult 
issues and respect someone's discomfort in contirmmg.J 

h (Silence) You seem uncomfortable going on with this discussion? 



no 
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Appendix E 



Scr^^ Rd^^ of Qtsestiofliiig Skills 



IiilemstkHiist; 
Father 

latervfatkmist: 

Isterventkmist: 
Mother; 
laterventioiiist: 
Nothen 



What needs do you have as a £unily? 
We need help getting Johnny to eat ri^t 
Who feeds Johnny? 
My wife. 

What kinds of problems do you have with feedings? 

Getting him to feed himself. 

Are you using foods that he can easily pick up? 

Yes. 



Intemntkmist: Have you had this problem evaluated? 



Mother: 



latervestkmist: 
Mothen 



£/aluated? Well, IVe talked to the pediatriciaa he said Johnny 
!.<: gaining weight so it wasn't that serious. Anyway he set up 
an appointment with a nutritionist who works at his office. 
She told me some things to try, but none of them seemed 
to work. 

Why do you think they didn't work? 
I don't know. 



Ill 1!'") 



Cfaralar Qagitioaiag 



latemiitknibb 
Fathin 

latemntkiaist: 
Fatfaei: 

InterventionUt: 
Mothen 

Intemnttonist: 

Father, 

IntematiaoUt: 
Fathn: 
Motben 
Fathen 

IntemntioiiUt: 

Intemntioiiist: 
Mother: 



Interventioiiist: 
Mothen 



How are things going at home right now with Johnny? 

Pretty well ... we have our ups and downs. Ri^t now a big 
problem is getting him fed. 

Could you tell me a little bit about what feeding him is like? 

Well, if s a mess. We're trying to get him to feed himself, but 
that's not woridng. And when she feeds him, she can't tell 
whaf s going in. 

SouiKis difficult (to the mother) . . . who all has been invoh^ed 
in feeding Johnny? 

Just me really. He's (nodding towards Dad) given up . . . says he 
can't do it 

(To Dmi) What happens when you've tried? 

She usually starts telling me what I'm doing wrong, and she's 
ri^t I can't get anywhere with him. 

How do you react to that? 

Well, I just turn it over to her . . . 

You mean you just leave . . . 

Well, it all gets so chaotic, I do get the urge to just ^t out of 
here. 

What else is ^ing on that makes it chaotic? 

The other kids are hungry, and they start asking for snacks and 
getting into things and that gets me upset 

Have you gotten any advice on this that has been helpful? 

Not really. Tve talked to ray pediatrician about it and he says it's 
not a real problem because Johnny is gaining wei^t He 
sent me to a nutritionist She had lots of advice, but none of 
it seemed to work (sounding discouraged). 

You sound pretty discouraged. 

I am 
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Inteiveiitioaist If things could be different dtiring Johnny's feeding time, what 

would be the thing that would make the biggest different? 

Mothen Um (tfurUdng}-! guess if I had some peace and quiet 



"3107 



Si 




Iflteiventioaistr 

Mother: 

Iiitemfltkmiit: 

Fathen 
Mothcn 

Intervefltionkt: 

Nothen 
InterventionUt: 



it you ask your husband to help? 

I do, but he says he cant take the yelling. 

(To Dad) Could you try and help out . . . maybe you could help 
with th«» other kids? 

When I try to l^lp, everything I do is wrong. 

Iliat's because you just let the kids eat anything they want and 
it spoils their dinner. 

(To M<m) Can you & the kids a snack earlier so they won't 
bug you while you're feeding Johnny? 

They say they're not hungry earlier and don't want anything. 

This souiKis like a problon you two need to work on. I could 
make a referral to our psychologist on our team. 



IThis example iliusbrates how ineifective the interventicmist is when he/she tried 
to generate goals, based on what he/she &ou^t ought to happen.] 
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I 
I 
I 
I 



Iiateivefltkmist: 

Motlien 

Istefvestkniist: 

Mothen 

IntematHmUt: 

Moth<n 
lotemmtkmbt: 

Mothen 



(ToMtm) Going back to what ycm said about \dshing there 
coulcl be soQ^ peace and gui^ what is diffierent about the 
times when there is peace and (piet? 

Urn hum... it has been so long-I gimtss I can't remember what 
was different except that Johnny wa»i*t bom. 

What will it take to get some peace and quiet at mealtime now? 

A mirade and that" s not going to happen. 

If things continue like they are now when you're trying to feed 
Johnny, what do you think might happen? 

I don't know... I might ^ crazy... Fm not seeing any inq^rove- 
n^t in the way things are and k really is getting me down. 

(To Mom) If you were to share with him (nodding to Dad) how 
down you are about this situatioi.1, what do you think he 
might think or do? 

I don't know. 



loteiveiitkMiidt: (To Dad) What do you think you mi^t think or do? 



Fathen 



Intesveiitionist: 
Fathen 

Inteiventioiitot: 



Mothen 



Intffveiitioiiist: 
Fatim 

Inteiventioiiist: 



Well, I guess I didn't realize how upset she was ... I guess T 
would try to figure out how I could help. 

(To Dad) mn that be hard to do? 

Yes, because in the past I've never done it right 

(To Mom) Can you think of ways that he has helped and gotten 
it right? 

(pause) Um...weU, yes... a couple of times on a nice day he has 
taken the kids outside when he gets home from work. That 
gives me a chance to concentrate on Johnny without them 
badgering me. (Pause). If he could help in that way more 
often, I think it would make a difference. 

What do you think of what she said... how do you think that 
will work? 

I think it might work, if you kids won't bug me for snacks. 
What do you kids think? 
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Appendix F 



Open-efided Questkos to 0ldt InionnaHoa on 
Family Resounds, Priorities a&d Concerns 



OPENING QUESTION: 

Finding out where fiuniiy wants to 
focus (addressed to each femily 
member in turn so each has a 
chance to respond) 

Understanding family's perspective on 
child 



"How arc things going with Jeremyr 



"What kinds of things does Jeremy 
enjoy doing?" 



Understanding family's definition of 
diild's delay or disability 



"What have you been told about 
Jeremy's (hearing, vision, motor, 
etc — using words of fiunily 
members)?** 

"How does this fit with what you 
know and believe about Jeremy?" 

"What else do you know about 
(Jeremy's identifi^ disability)?" 

"In what ways has this information 
been helpful? or not helpful?" 

"What do you think Jeremy needs 
help with, if anythingr 

"What kinds of things have you tried 
that worked? that didn't work?" 




Jmierstanding £unUy's infonr^ aiKi 'l^t kinds of advice have you been 
formal support system given?" 



Understanding family ecology 

surrounding events of importance 
to femily members 



Focusing on solution develoimient 



Understanding critical events that 
aren't directly related to child 



"Whose advice lias teen helpful? not 
helpful?" 

'IVhat hai^iens in a crisis?" (If crises 
have been described as happening 
in the past) 

'mat is a typical d^ liker (or if 
&mily has idmtified a ,iarticular 
event that ti^ want to focus on, 
asking what a typical n^aitime, 
trip to the park, etc is like.) 

"Can you think of a time that (the 
event — mealtime, trip to the park, 
etc) weit well or worked the way 
you wanted it to? What was 
happening that ms^le it work?" 

"Who or vrfiat was helpful? Whc or 
^lat was not helplul?" 

"Vfhat other things are going on now 
that are important to you?" 
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Open-^nded Questions for Generating Family Outcomes 



Dcmafas of fateretfc 

Understanding fcimUy priorities for 
outcomes 



Specifying outcomes 



Generating solutions or strategies for 
achieving outcomes that fit £euniiy 
values 



'*If you were to focus your energies on 
one thing for Betsy, what would it 
be?" 

If you could change one thing about 
(event of importaiKe), ^^t would 
that be?" 

"Imagine 6 months down the road, 
%^hat would you like to be different 
in terms of (event or area of 
importance)? Are there some 
things that you would like to be 
the same?" 

"What would you like to accomplish in 
6 weeks? 6 months?** 

"Can you think of a time that (the 
event— mealtime, trip to the park, 
etc) wait well or woriced the way 
you wanted it to? What was 
happening that made it work?"* 

"What are some ways of getting to 
where you want to go?" 

"Who all would need to be involved in 
getting done what you want to do?" 

"What would each of you need to do in 
order to accomplish what you 
want?" 



Idendfying criteria for stKxess and '*How will you imow when you've 

monitoring progress done what you want to do?* 



''How will you know when Betsy has 
made progress in the ways you 
described?" 

Setting timelines -How long do you think it will take to 

get to ^^re you want to go?" 
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Appendix H 



Faoi% Intervkw Activity 



Prefnring for the role pby 

In your packet, you wUl find the description of two different families (Hie Benson 
Family and Hatcher F^unily) told from the perspective of either a parent or a 
pr(^essional. Van role play activity has been stnutoed in the following way: 

1. You have been divicted into small grcmps of three. Each smaU group 

will have the oi^rtunity to participate in three brief role plays, 
each based <hi (»ie (tf the iura ^miUes. Each participant will have a 
chai^ to play all of the following roles: parent, professional and 
observer. 

2. Your role in each of the brief role plays will be determined by the 
information in your p^et For instance, if you Imve a description 
of the Benson family from the perspective of the parent, you 
would play the role of tl^ par&it in the Boison Family role piay. If 
you have a desaij^on of the Hatcher family from the perspective 
of the prc^essional, you would play that role in t^ Hatcher F^miily 
role pUy. If you have a sheet marked observer for a particular 
feunily, that is the role you would play in the third role play. 

3. This activity will be videotaped. After the three role plays have been 

conducted, your small group will have an opportunity to look at 
the videota|i« ami discuss each role play in turn with the person in 
the observer role servmg as the facilitator for that particular role 
play. The Family Interview Rating Scale that is included in this 
packet can be used as a vehicle for self-assessment and feedback. 

4. Each brief fomily role play will take approximately 10 minutes, 
with additional time needed for viewing the videotape and 
discussion. The total amount of group time allotted, therefore, 
should 1 1/2 hours. 

5. To prepare for this activity you should read thorou^ily the readings 

for Module 10 and sboold carsfoQy read the hiformatiim la this 
packet Because you will be playini^ several different roles, it is 
important to familiarize yourselves with the family stories in 
advance. 
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PsrtMPi^iiig is tiie p% 

Imagine that the meetings described in the toily vignettes are taking place. 
Imagine yourseWes in the roles you are playing and try to stay in char^r %dth 
both verbal and nonverbal communications. The observer should remain 
unobtrusive and observant The observer has a list of the diaracters in each 
vignette. A bri^ look at this list before the start the role play may be helj^ ior 
everyone. Each role play segment shou d last about 10 minutes. 

Self-assessment sad peer feedback 

At the end of the three segments, the group should watch the videotape. The 
Family Interview Rating ^e has been provided with thlf activity as a mechanism 
for self-assessmoit and feedback. A ctecision about how to use the rating scale needs 
to be made in i^h^ce. Options include: 

1. having each person m the group independently rate the 
interviewer in each vignette using the rating scale and use the 
ratings as a starting point for discussion; 

2. having the person in the role of interviewer rate him/herself and 
use this information for discussion; 

3. use the scales for discussion but do not actually rate anyone. In 
a(kliticMi, the following questions might be addressed: 

To tlw participants in the parent roles: 

"As the parent in the vignette, what vm the major 
issue/concern on your mind at the start of the 
interview?" 

"Did this ^t brought out during the intervie%vs?'' 

To bo^ professional and parent 

"What happened that Militated this information coming 
out?" 

"Were there things that hindered the communication 
process?* 

"What happened that you did not expect, and what 
happened that you did expect?" 

"What did you learn that can be generalized to your 
future work as a professional?" 

The observer in each group should facilitate the discussion. The emphasis should be 
on positive and constructive feedback. 
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Personal reactkms to the rok play 

Please submit a short 1 or 2 i»ge paper suminarizing your reactions to this activity. 
Please use the questions above to structure your comn^ts. In addition, please 
share any other relevant information. 



123 



OBSERVER 
"A Frustrating Situation" 
The Benson Family 



Ear tv mtgivgnHAni.<h Laura/Lauren Sellers 

CacfiOts; Susan & Ben Benson 

iMdlSX); Amy, age 14 years 

Leslie, age 22 months 

The role play vignette takes place between Laura/Lauren Sellers and Susan Bensoa 
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A Fnutradiig Situation 



UttBensmi FamOy 
The Pnifesdmri View (LmnfUattm Seflnv*) 

You feel angry and frustrated every tune you think about tbn Benson family. Thr^ 
times tibis nK>nth Susan Bmson has missed ai^intn^nts that were scheduled; two 
of those times you were simply stood up. It is simply impossible to do home 
intervention with funilin lOce the Bensons. What is particularly frustrating in the 
Benson case is that it is hard to figure out why things are ^ing so wnmg. With some 
ffunilies you just know from the t^ginning that there will be difficulties; but the 
Bensons seemed like the type of family with whom you usually have success. Susan 
and her husband Ben are in tl^ mid-30's; they live in a modest but comfortable 
home in a middle-class i^ighborhood with their teenage daughter Amy and tl^ir 22- 
month old daughter, Leslie. Leslie was diagnosed with moderate cerebral palsy 
when she was 14 numths old. 

The Bensons were referred to the home-based intervention program with 
which you are affiliated by U^ir pediatrician. They were cooperative throu^out the 
evaluation process aiKl seemed in every way to want to follow throu^ with the 
recommendati(ms to work with you on a weekly basis on home programming for 
Leslie. This seemed to be going weU for the first several months, although Susan 
Benson was not always consistoit with the record-keeping and progress reports that 
you asked her to keep. The problems really began about two mcmths ago, when for 
one reason or another Susan cancelled several of the weekly appoiitoents; but 
simply to NOT be home for two weeks in a row was really inexcusable. Doesn't she 
realize how Imsy you are, and how many otl^r children desperately need the kind 
of help you are trying to provide to Leslie? Wt^ is really hard to understand is how 
the Bezuons can neglect Leslie in this way. You know she is not getting the home 
therapy she needs, and you know what that will mean down the line. You have 
gently explained this to Susan, and she seems to comprel^d the importance of 
consistent i^ysical tlvrapy. You really don't understand how someone like Susan 
Benson can act so irre^Kmsibly. 

After Susan Benson missed the last appointment, you decided to call their 
pediatrician and report their failure to follow through with the referral You spoke 
with the nurse practitioner at the office who said she would call Susan Benson in 
order to check on Leslie. Sl^ said perhaps she could find out why the Boisons were 
not co(M?£rating. You haven't heard back from the nurse and frankly don't expect to 
find out much from her. You Imow that Susan Benson can come up with plenty of 
excuses over the phone for why she is not doing what she is supposed to do. 

You recently attended a professional workshop which raised some nagging 
questions in your mind about the Bensons. You definitely did not agree with 
everything presented at the workshop, but some of the information hit home in an 
uncomfoiiy}le way. You realize that you have focused all of your attention on Leslie 
and Susan with not much thought about Mr. Benson and the teenage daughter. 
Thinking back on that has called up some occasions when Susan Benson has talked 
about her teena^r in a worried sort of way. You are wondering if you should have 
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paid more attenticm to the broacter femily lucture. You also realise that the Beisons 
were given a liard seir ytben it came to recommeiKlations for home programming. 
Because they seemed like tht type of &mily 1^0 \mi\d have success with this 
approach* you didn't spend much time on other alternatives for therapy. You're 
wondering now if this was a mistake. The problem in some ways is that you were 
trained to work with children and mothers. Some of these new ideas are 
ccmiplicated and certainly require skills thi^ can't be learned in a one d^ workshop. 
One thing that you do feel able to do is listen to parents; in foct, you have always 
prided yourself in your ability to establi^ rapport with the mothers in your 
practice. Lately, you have been so busy you just haven't taken the tin» to do this. 

The workshop and the thinking you did afterwards has inspired you to try again 
with the Bensons. You decided to implement tl» followihg plan: 

1. Call Susan Bens<m ami suggest a n^eting %vith the entire family, if 
possible, at a time o^.-enient for the family. 

2. The purpose of the meeting would be to get ideas from the &mily 
about where they wanted to go with the home interventioa 

3. You suggested that Susan call you back with sugg&tions for times. 

You have actually heard back from Susan who suggested a time 
but also said her husband ami teenager wmild not be able to come. 
So much for that idea. You are now waiting to see if Susan is home 
for this visit You know she can sound cooperative on the phone. 
Your plan is to use your listening skills to try and ^t to the 
bottom of why interventicm with the Bensons is not working well. 
You also might try some of the other skills you heard about at the 
workshop. At any rate, you hope Susan shows up because you 
would like a second chance at establishing a working relationship 
with this famUy. 



VrOervmtwmst amid be maie or feimle 
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Ths Pte«af 8 Vim (Sum Beam) 

What tiiese ther^ists don't realize is that there are lots (d things going on in your 
family now in addition to Leslie (aged 22 months), her cerebral palsy and her 
physical ther^ exercises. You laiow Leslie needs the PT and you have tried to 
follow the regime recommernkd, hut if s just not possible with everything else that 
is going (m. in foct, at this point Leslie seems to be the healthiest number of the 
family. Ben's blood pressure has gone sky high; he's on medication, and he's 
supposed to be (HI a salt-fr^, low-fet di^ that he hates. His cardiolt^ist says with his 
health history and current condition he is l^ded for troid^le unl^ he makes some 
drastic changes. 

Amy is driving you cra2y, and you are afraid that she is really going to do 
sometidng that will ruin her life. Sl^'s staying out past her curfew, running around 
with the wrong o'owd, disrespectful ami nkle to ewryone but Leslie; she really 
seems out of control. You have tried talking to her high school counselor; but with 
2000 kids at the school, unless you are pregnant, dropping out, or a gcniiu, they 
hardly seem to know that you exist The counselor is no help. You are trying to 
protect Ben hrom knowing how v^rritd you are. You have managed to keep him 
from knowing how late Amy is staying out; but he definitely notices her rudeness 
and it seems like th^re always arguing, which is bad for tds blood pressure. You 
try to keep up a calm front for Bea It is important for him to relax. 

You know you haven't handled things well with Leslie's therapist, Laura Sellers. 
You find yourself wanting to avoid her because you feel she won't understand why 
you're not doing the home therapy with Leslie. And deep down you feel pretty 
guilty about that But there are only so many things that you can do at once, and 
right now Leslie is doing a lot better than anyone else. You're really trying to 
concoitrate on Ben and Amy. You hope that once you can get those tMngs under 
control then you can g^t back on track with Leslie. 

Laura Sellers called again this week, wanting to schedule another appointment 
You really did not want to hear from her, espedally after getting tl^ call from the 
pediatrician's office about her idling in about Leslie. 'Hie nurse seemed to be 
implying that s(Hn^hing mi^t t» wrong with Leslie or with you. All you need is 
om more person trying to create more problems. You felt like telling Laura that 
you were going to have to stop even trying to work with her for awhile, but 
something in her tone and what sbt said tsadt you give in and agree to meet with 
her. She said something about wanting to rethink Leslie's intervention plan and 
wanting to meet with the entire &mily. The idea of getting Ben and Amy involved 
seems impossible. Ben needs to be protected from stress, and Amy will hardly talk 
to adults. But the idea of rethinking the intervention plan sounds like what you have 
already done on your own. You cannot believe someone as fixed on her ideas as this 
tl^rai^ is willing to rethink anything, Imt you also realize ttus experience must be 
frustrating for her. After all, she is probably used to success because she is clearly 
competent and knows all there is to know about working with children like Leslie. 

You hope you'll be able to make this appointment The last few times that a visit 
has been planned, other things have come up and you haven't been able to be 
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home. You feei badly about this, but you have got to stick to your priorities right 
now ami that is to deal with the imn^tate problems. 
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OBSERVER 



"A Success Story" 
The Hatcher Family 



The Community Preschool Teacher. Joan/John Smith 
Parents; Maryann Hatcher and Ken Hatcher (they are separated) 
Child: Tommy Hatd^r, age 4 years 

The Ear^v Intervention Consultant: Mr. VTise. This person has asked the 
preschool teacher to make a presimtaiton to the school board about Tommy 
Hatcher's successful integration into ths preschool. 

Tommy's doctor; Dr. Hayes. The preschool teacher has called her asking for 
infonnation about Tommy's allergies. 

The role play vignette takes place between Joan/John Smith and Maryann 
Hatcher. 
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''A SttCGBM Stoiy^ 
The Hatcher Fam% 



The Commm^ Prescho^ TeMiier's View ( JeaaJdui Smith*) 

You were really surprised when the early intervention consultant called and wanted 
you to make a presentation to the school board on your success with Tommy 
Hatcher. You are not sure at all you %vant to talk about this £unily, at least not as a 
"success". Tommy Hatcher is ^:tuaUy doing quite well Wmn the early inteivention 
consultant introduced the idea of Tommy attending the Communtty Preschool (a 
preschool for typically-developing childr»i) you weren't sure how well it would 
work. Tommy had never been in a group child care situation because of his 
mother's concerns about Tommy: his developmental delay due to his early 
hospitalisations, his severe food allergies, and his asthma. His mother questioned 
wh^her he could be accommodated at all in a regular preschool. She had always 
engaged a babysitter in her home so that ^e could maintain her job as a counter 
specialist 

An evaluation condt ;ted at the tinw of Tommy's referral for placement at your 
school had shown that although Tommy lagged in fme and gross motor 
developn^t, he had superior verbal skills and could benefit from the socialization 
opportunities at the Community Preschool 

A lot has been worked out since Tommy's enrollment six months age. A rule 
was macte that the children could not trade food at snack time and IiMch time. Ms. 
Hatcher, Tommy's mother, volunteered to come m every day to give Tommy his 
medicine. 

In your opinion the real problem is Ms. Hatcher. She is an over-involved, 
paranoid mother o( an only child. She had already caused you untold problems and 
you do not trust her at all Ms. Hatcher called five tin^ before the field trip to the 
nearby bakery to check on the transportation, to see whether there would be any 
food offered to the children, and to (^termine how Tommy would get his medicine 
that day. Then when you called Tommy's doctor to get some more first-hand 
information about Tommy's medical problems, the mother accused you of going 
over her head. You were furious. At this point you won't even let the public health 
nurse do a hearing tast on Tommy without the mother's permissioa You certainly 
were not going to talk to the school board about Tommy without written 
permission from both the mother and the father. 

In fact, you don't really have the time to make a presentation to anyone. You 
have eighteen children to deal with every day; three of them have lehavioral 
problems or developmental delays. Even though you have meetings to go to nearly 
every afternoon after school, you still don't tuve oiough time to discuss all these 
children with the early intervention consultant who is supposed to assist you with 
these childr^. You never get out of school before three, and you leave your house 
at seven in the morning. You are allegedly working twenty hours a week, but with 
"mainstreaming" your hours have gotten longer and longer. You are more than 
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responsive to parents, and ifs not unusual for you to get a call from the parents ot 
one of your students at home. 

Another school field trip is coming up and you realize that the pr(^lems with 
Tommy Hitcher's mother are going to resur^. You have recently attended a 
worUhop on "Collaborating with Parents' and feel that sotm of tl^ ideas presented 
there might help your rel^onship with Ms. Hatcher. One idea was to use a 
"proactive'' api^roach. . . that is, to get together with parents as soon as conmm 
arise, rather than waiting until a crisis occurs. You feel as if the iq)coming field trip 
roi^t be a chance for you to try this appro^ You were surprised at how pleased 
Ms. Hatdier se&i^ to be at your call. She said she really was anxicms to talk about 
the field trip and other things that yftre on her mind. 

In some ways you are dreading this meeting. It is one more chore in a hectic 
schedule, and you really are wondering what "tl^ other things" on Ms. Hatcher's 
mind are. But in other respects you are hopeful about tht noting. You would like 
to try some of the strat^es you heard about at the woricshop, and Ms. Hatcher's 
response to your phcme call xnakes you think that you might be on the right track 
with her. 

1. One strategy that you are going to try is to make a general plan about the 
meeting. You hasfe already started that on the phone by reaching a mutual 
agreement with Ms. Hatcher regardmg TIME ALLOTTED for the meeting. 
The last time you had a confereinre with her it lasted over an hour; this time 
you both have agreed on 20-30 minutes with another meeting possible if 
there are still thin^ to discuss. 

2. Another strategy is to LISTEN to Ms. Hatcher and to encourage her to 
generate the solutions to tl^ problems related to the field trip. To do this you 
might aiso i^ed to use certain questioning skills. You know from eiq)erience 
that if you start making su^estiisis right away, none will be acceptable; the 
workshop confirmed your experiences that your usual approach does not 
always worit In a(kiiti(m, by likening you are likely to find out vAat else is on 
her mind more quickly. 

3. A third strata is summarizing. Ms. Hatcher tends to get lost in detail and 
often repeats herself (Could this have anything to do with not feeling like she 
was being heard?) Anyway, you feel you may have to do some summarizing 
in order to focus the discussion and make sure there is time for all of Ms. 
Hatcher's concerns to emerge. 



*Preschooi teacher <mid be mcde or female 
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Hie Motlmr's Vkw (Maiym Hatdmr) 

What e<h]cators <km*t umterstand is that what they see at school isn't exactly what's 
been going on until then. For more than four years you have been struggling, first 
to keep Tommy alive, and then to ke^ him from ^tting sick and being msbsi to 
thi ho^taL Now Ik is ki preschool, big for this age, and t!% picture of l^th. But 
you know that looks can be decehnng. 

Tommy was bom two months prematurely. Because his lungs were too 
undeveloped for him to breathe adequately on his own, he suffer^ from oxygen 
deprivation (anoxia) at birth. He was placed on a reqrirator at the hospital for a 
month. Now he has difficulties wiUi balance, fine motor coordination, and visual 
tracking, which may be the result of the complications of pronaturity. In addition, 
he has been plagued with all kinds of food allergies. You had to nurse him until he 
was two; he had not been able to eat much of anything. And then, just before he was 
two. Tommy devel<H}ed asthma and has been on asthma n^cation ever since. 

Tommy has never been in a preschool or intervention program. It always 
seemed like too much of a risk, gwen his health problems. When Tommy was 
tiiree, ht had attenckd SuiKlay school classes for several months. Onct he had to be 
rushed to the ho^ital when aiH)ther child dropped some pean it butter on the floor 
and Tommy somehow ate some of it After that eiq>erience, you withdrew him 
from the class. Peanut Initter, milk, chocolate, and tomatoes are some of the foods 
that cause a severe allergic reaction in Tommy. He breaks out in hives and then 
begins to have difficulty breathing. 

These trips to the hospital were harrowing for you. And there were always the 
veiled suggestions and implications by the doctors that you and your husband had 
Nen negligent as parents; that you had not explamed things carefully enough to 
other pe<H>le in Tmnm/s environment You knew that you could explain it all to a 
teadier, but she could not be around all the time. You could only hope the teacher 
would believe you and go along with the necessary precautions. 

The stresses of caring for Tommy spilled over into your marriage. Your husband 
found all the attention to Tommy's needs annoying. Arguments became more 
frequent and intense, until finally you and your husband sQ)arated several months 
ago. You conmiunicate frequently about Tommy, and Tommy spends every 
weekend with his faither. 

Hie decision was made to place Tommy in the Community Preschool with Joan 
(John*), a very good teacher who had had a lot <rf success with children with special 
needs. Tommy would have to stay inside during hay fever season and the school 
agreed to prohibit the trading of food at lunch and snack for all children to make 
sure that Tommy did not get anything to cat that he shouldn't In addition, yor. 
volunteered to go to school every day at noon to give Tommy his asthma medication. 
Because so many alterations in the school's regular routine had to be made for 
Tommy, you feel grateful that at least they took him. 

Now Tommy has been in school for six months, and although the early 
inteiverit!on consultant calls this a success story, you are guarded. You feel that your 
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cre(iibiUty as a mother is being questioned all tbs time. For instance, the teacher 
questicmed wivti^ Tommy had to be kej^ indoors this she said she had i%ver 
even seen Tcsnmy wheeze. But you know that there's a fine line between Tommy's 
functioning in school and his behig }»}^talized for asthma. 

Another time the tead^r greeted you at school asking if you had noticed that 
Tommy is a little jumpy after you gh« him his n^dne. You know that she was 
implying that you ups^ Tommy wh^ you con^ to school 

You learned recently that Tommy's teacher had gone over your head and placed 
a call to his allergist You don't realty kiMW what it was about, but the doctor felt it 
was serious enough to set up a conference between his nurse practitioner and 
Tommy's teacher. He also su^ested that he needed to write a letter to the school 
vindicating you. You feel put in the middle and th&re is not a dam thing you can do 
about it Schools just don't realize what parents go throu^ and ji^rhaps they never 
will. 



(This case is adapted with permission from one written by Unda Braun and is published in 
Braun, I., & Swap, S. il%7). Building hon^school partmrshif^ with America's changing 
families. Boston, MA: Wheelock College. Available from Dr. Susan Swap, Office of Special 
Education and Rehabilitative Setvic^, Wheelock College, Boston, MA.] 
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Family Interview Pcrf o r mancg Rating Scale 

lot triictioos: After watching a live or videotaped role play vignette, please rate the 
inteivkv^ (m ti^ 1-5 scale in each (tf the five dmnains. 

CoBVQ^^^ a U^^eai^ AtUtiidc ttHm^ Non-iifrfeal Behaviors 

1. Eye contact is inattentive; postures & gestures are tense, unnatural. 

2. Eye cont^ is uiKertain; too relaxed or tense. 

3. Eye contact is s(Hnewhat attentive; generally comfortable although may 

show 1^ of variaticm aivl fedlitatimi in ^stures & p<»ture. 

4. Generally appropriate eye contact; comfortable, attentive & appropriate 

gestures. 

5. Eye contact is varied and attentive; natural, comfortable, attentwe body 

movements and gestures in synchrony with client 



Efidtiag Parental Coacenu and Interests throsgli Verbal Behaviors 

1. No active attempt made to elicit information about parents' concerns and 

interests. 

2. Minimal active attempt to adequately elicit from parents their concerns 

and interests. 

3. Some active attempts to adequately elicit parents' concerns and interests. 

4. Consistent active attempts to adequately elicit parent concerns and 

interests. 

5. Fully, actively and effectvely elicits all parents' concerns and interests. 

(There is a sense that the parent is able to express their major concerns 
and this is what differentiates 4 from 5.) 

[The criterim used to define 'adequate" is the use of open-ended vs. closed-ended 
(fiiestkms or mrbol responses that encourage a parent to share aMtional 
concents,/ 
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1. Ignores obvious concerns, feelings and interests expressed by the 

parents. 

2. Pfforts to explore one parental coiKem and/or inade<iuate attempts to 

reflect feeling and par^rfirase. 

3. Efforts to explore some concerns and interests and/or occasionally 

reflects parental feelings and paraphrases content with accuracy and 
sensithi^. 

4. Consistent effort to escplure a msy'ority of concerns and interests and/or to 

reflect feelings mi omtent with imiracy and s^ittvity. 

5. Fully explores, understaiuis and genuinely re^^cts all parental concerns, 

perceptions and interests and/or establi^es parent priority. 

[Reflectims incbide an imitation to haiher explore concerns and interests, even 
when reflections are intxatrate. There must be an opfxirtmity for the 
parent to respond or re<KA.J 



Solistios Devdiqmieat 

1. Ignores parent's suggestions or makes no attempt to elidt parent's ideas 

or information about solutions (i.e., times when ewnts went well, 
existing resources, etc) 

2. Minimal attempt to elicit ideas and information about solutions and 

strategies from parent (This rating would include situations where 
professionals make recommendations and provide choice to parent 
without first trying to elicit ideas from parent) 

3. Some attempt to elidt solutions and strategies from parent 

4. Consistent efforts at eiidting solutions and strategies from parent 

5. Fully explores parent's ideas about solutions and strategies and 

summarizes a plan of action b^sed on this information. 
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Provkfing Infonnatkm (Coateat) 

(This cate^Mry mdudes bttroductorj/ content.] 

1. Infonnation provided and/or language used is almost always either 

judgmoitai, advice, unclear, tnomipl^ or reassurances. 

2. Information provided and/or language used is, more often than not, 

judgnoitai, iKhnce, unclear, incc»nplete, or reassurances. 

3 Information provided aini/or language used is sometimes advice, unclear, 

ina>mplete, or reassurances. 

4. For the most part, information and/or language provided is 

noi^udgmental, dear, complete, and understandable. 

5. Only provides informati(m and uses language that is nonjudgmental, clear, 

complete and umkrstandable to parent 



ProvkUog laforration (Timing) 

1. Information provided is almost always irrelevant and/or 

recommendations made without invibition from parent 

2. Information provided is, more often than not, irrelevant and/or without 

invitation from parent 

3. Information provided is sometimes irrelevant and/or given without 

invitation from parent 

4. Information provided is, for the most part, relevant and well-timed in 

terms parents' requests and interest in the information. 

5. Information provided is always relevant and well-timed in terms of 

parents' request and interest in the informatioa 



Winton, P. J., & Blow, C. (1991). Chapel Hill, NC: Carolina Institute for Research in Infant 
Personnel Preparation, Frank Porter Graham Child Development Center, University of North 
Carolina at Chapel Hill. 
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Appendix I 



Miller family Stoiy* 



L Refeml and Pfaumiag to Meet 

William '3iUy* Miller, a 20 month-old v^te male, was referred to the special early 
intervention program b^f this day-care center. He had been placed in day-care two 
months ago after a woman from a local church had called protective services about 
possible neglect in the homt. This woman had delivered a Thanksgiving basket of 
food to the foroily and had been concent because no toys were in evidoice for 
Billy ami his 6 year-old sister, June. Ttm h(mse was also scnikwhat unken^ and the 
parents had aj^eared (to her) retarded. A protective service worker had investigated 
and found no concerns related to children's safety or basic care, tmt did find the level 
of stimulation in the Ymat impoveri^ied ^d, with die parents' consent, had placed 
BiUy in day-care. Parents were stq>portive of tht day-care placement, saying they 
wanted "anything that would t^p" their son. Sum, Billy's sister, did not need special 
services. 

At the day-care, Billy appeared passh^ and feartuL He did not play with toys or 
other children. Often he stood alcme in one comer of the room and cried. He never 
spoke or used gestures. He did not f^ himself and did not consistently eat from a 
spoon when a tesdmtr attemi^ to feed him. He appeared frightoied and visibly 
shrank from any contact with staff or other children. He was not a behavior 
problem, but ajq^eared so inhibited that he could not enjoy or enter into activities. 
Based on these behaviors, the day-care director referred tht Miller family to your 
agency. 

A. D^cossloB Questkms 

1. What information would you want to gather in order to proceed with this 

referral? 

2. How would you get that information? 

3. What issues are likely to be of concern to this family when the first contact 

is made? 



The day-care director has told Louise Miller that you will be calling her <ux>ut 
Billy. Conduct a role play of the first contact with this family by telephone. 
During this telephone conversation you would like to set up a family 
meeting. 

• Assign roles for telephone role play (family member, professional, 
observers) 
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• C(»idtK:t role pUy 

Family-Umise Miller you answer the phone when tt^ professional calls. 
You act hesitant and uncertain but basically agree with whatever is 
sug^»ted s^ing you want to do 'Ni^tever will help Billy." 

CFec&sck 

Consider the telephone conversation from the professionals' and parent's 
perspectives. What was accomplished by the telephone contact? Were 
parental coiKxms addressed? 

How do you think Lousie is feeling about the intervention program? 
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Miller Family Stoiy 



IL IiteatHyfaig Fu^ Retoarm* Prtoitto and Coaoerns aad Geseratiiig Oatcoa^ 

Hie ^filler House was a anall "'shot-gun" house located on an alleyway behind a 
garage and sitting between two small warehouses. The narrow front porch of the 
home sat only a few feet Isxk (rem the alley and little space was available b^ween 
tht house and warelKHise. A few broken toys were in evidence under the porch* 
Jonas Miller, Billy's fedier, greeted you at the door. 

Tht Miller front room contained two twin beds, each shoved against adjoining 
mXis and two chairs. A closed firepl»:e with an electric heater in tomt ol it occupied 
one wall and a lar^ color televisicm tun^d to tl^ cable ccmununity bulletin board 
channel sat in a con^r. Se^«ral tiattered suitcases were stacked <m oik bed and in 
another comer was a pile of dirty laundry. However, the beds were made and the 
room Bppeand generally neat No toys were in evidexKe. 

I 

In the room were Jonas and Louise and Louise's father, Hoyt Jordaa Louise's 
sister, E<faia, peered cautiously from the next room. Jonas and Louise sat on a bed at 
one end (tf lik room; Hoyt occi^ed a chair against the opposite walL You took a seat 
on the otiier bed near the parents. 

When Jonas introduced his father-in-law, he mentioned that Hoyt had just 
gotten out of the hospital the previous day. In response, the elderly man began a 
long description of his medlod problems. He was 81, "^ot bad shape for 81, am I?" 
and had "high blood pressure, kidney trouble, and sugar." His most recent 
hospitalization was for a bout of imeumonia, but he said he was now "feeling fine, 
though I can't get around like I used to." After about 10 mmutes of description oif 
various illnesses and treatments, Jonas broke in to say "She's here about Billy, 
Daddy," aiui Hoyt quieted down. 

In the meantime you counted at least four mice running in and out of a hole 
beside the fireplace. Although distracted by the mice and the TV, you proceeded 
with the family interview. 

A. Disotfsfofl Qi^tiotu 

1. What are your rn^or tasks during this meeting? 

2. Do you have strategic for accomplishing these tasks? 
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• CoiKhict a role play of this meeting 

• Assi^ the following roles: 

a. Jmias Miller 

b. Louise MiUer 
c Hoyt Jordan 

d. Interventionist 

e. Observer 

• Each person playing the role of a family member should read the 

descripti(m of the ^mUy members (this information should not be read 
by others) 

• Role play volunteers sit casually; the observer and others should be in 

positions to see family members and interventionist dearly 

• In role play, emj^is is <m practicing communication skills 
C FeeiftKk 

Participants will consider the questions on the Self-Analysis and Feedback 
Form 
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[This tnfbrmation is to be read by partidpants who play the roles of family 
members/ 

The Milkr FarnQy 

Jeaas 

Since the protective service worker came to your house, you have been fearful of 
having your children rennyved. You have heard stories of social workers who take 
children away from their parents and you are not sure that the interventionist i»i't 
trying to do that You fee! vulneraUe because you do not have a job. You have never 
worl^ outside d doing small odd jobs for your landlord ami are not sure you could. 
You are also very worried about your father-in-law's health. \^th repeated 
hospitalizati(8is ai^ t!^ many nodical int^lems, it seems unlikely he will live much 
longer. Since his social security check is the major income for the &mily, you 
woi»ier how youll survive after he is gone. Billy's problems appear minor to you, 
although you know that he is shy. He is also not mi:^ troiU)Ie, the way other 
children youVe seen seem to be and you like him that way. 
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Miller Family 

LotdM 

You have always been very shy around people, but you actually kind of eivoy sodal 
opportunities if you don't have to talk much. Since last December when a local 
church brought some food and toys by for the kids, you have been riding the 
churdi bus to Sunday School with the diildrea The pec^^ at th» churdi seem nice 
and altlumgh you d(mt know her name, one woman always speaks to you and 
you've begun to think of her as a friend. You were the nesEt to youn^st daughter 
and alwa^ Celt responsibte for taking care of your and y<Htr sister, Edna, who 
is iK>t quite right in the l^ad. You know that your fether can't live much las^r and 
you have wmidered about the possibility of getting a job, Imt think you probably 
would not be able to %voriL You krmi Billy can do more than he shows at the day- 
care, but you sympathize with his painftil shyness. You never felt comfortable 
around people either. On the otiier hand, you would really like for him to have the 
opportunity to get a good education and a job. 
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The Milkr Family 

Hoyt 

Until 25 years ago, you worked as a £urm laborer, but increasing health problems 
and a M from a hay loft which left you crq^ed jHit an end to your work history. 
Your sodal security chedt envies you to ccntimie to take care of your ^onily al(mg 
with food stan^ aoid govensmnt stdi^lis^ hmising. You are ill much ci tl^ time, 
although you try to keep a bri^t outlook, you know that you are frequently 
irritable. You exfiect Edna, Louise, and Jonas to stay arouiul the house to take care 
of y(HL You have takoi care oi them and you feel u is only ^dliat you deserve. You 
are worried about your impending death which you believe to be very near and 
can't uiuierstand all the fiiss if being made about Billy. 
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S«lf-Aiia^ysis asd Feedback oa NlUer Faiii% Intcfvkw 

1. Did interviewer ask for clarification (tf purpose, format and confidentiality? 

2. Was the opening (juestion related to purpose, but broad and open-ended? 

3. Were all family numbers invited to speak? 

4. Did the interviewer (kveiop an understanding of tt^ following: 

a. fiurity's parcei^on of child? 

b. family's d^instifm aiui uiKterstanding of disability? 

c. family's informal and formal sui^rt systen^? 

d. fiunily ecology surrounduig events that are the focus of intervention? 

e. other events that are <^ interest or in^rtance to family men^rs? 

5. What communication strategies were particularly helpful in eliciting this 
information? 

6. Was the interviewer able to effectively identify the following: 

a. priorities for outcomes? 

b. specific outcomes? 

c. &mily-generated solutions or strategies for achieving outcomes? 

d. criteria for succas? 

e. timelines? 

7. What communication strategies were particularly helpful in generating this 
information? 

8. As the uiterviewer in this role play, what would you like to do the same and 
what would you like to do differently, if given another chance at the role 
play? 

9. As family members, how did you feel about the interview? What part went 
well? What would you have liked to have been different? 



[♦This case study first appeared in the following document M.;. Brotherson, J. Summers, 
P. iVinton, D. Hanna, S. Brady, P. Berdine, C. Rydall & K. Kevi (1989). The IFSP 
Training Manual. IHDI, University of Kentucky, Lexington, KY. Contact person: 
Dr. Maiy Jane Brotherson, 114 Parter Bfdg., U. of Kentucky, Ledr^ton, KY.l 
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Appendix J 



Visual Aids 



The following materials can be used to make overhead transparencies 
slides to accompany the modules in Section IL 
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Ecosystem or 
Ecological Framework 




io-histori< 

Culture 
Community 






MttltidiscipUnayy Teai 




special educator, speech/lang. pathologist, 
audiologist, nurse, OT, PT, nutritionist, 
psychologist, physician, social worker, 
J 1 2 the family 



IFSP 

Multidisciplinary assessment of child's 
and femiVs strengths and needs 

Written plan developed by a multi- 
disciplinary team which includes 
parents or guardian 

Plan must list: 

- Major Outcomes expected 

- Recommendations for Nkded 

Services 

- Name of Case Manager 

- Crikria, Procedures & Timeline 

for EvALUATimv 
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Team By 
Decision 



M 



INDIVIDUAL 
CHARACTCRISnCSl 

* gdfti/Kao»yfcdge 



GROUP 
CHARACTERISTICS 

Roles 

CohesSveness 

Stages of Devek^nneiit 

Status Relationships 

' Nfflrms 
SIxe 





SITUATIONAL 




FACTORS 




• Goals 




• StaMltty 




• ResiMiFces 1 




• Ofj^izatkmal Setting 



GROUP 
PROCESS 



Correnunication 
Conflkt 

Decision -Making 
Strata 




Adapted from Richard M. Steers 
Introduction to OtgantuttUsisl 
BeMor 

Gtenvtew, IL, Scott Foresman & 
Con^jany, 1984 
Ascitcdln/y«^fir&^ 
American Academy of Pediatrics 



A FrameWoilc for 
Understanding Families 




X 
E- 



Family 



Family Structure 

"Who is in die femily7" 
"What is their connection with one another?" 
"What is their connection to those outside 
the famiiy?" 

Family Development 

"How did the family come to be at this phase 
in its developmental life cycle?" 

Family Function 

"How do indh^idual fami^ members actually 
behave in relation to one another?" 
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Hill's ABCX Model* 



A 

stressor Event 
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Family Resources 



Family Perceptions 



149 



Adapted from R. Hill. SocUl Stresia on the family. Social Casework 39, 139-150. 1958. 



mttf ntil Coping Strategies 



Passive Appraisal 
Reframing 

Personal, Spiritual, Philosophical Base 




1 Social Support 



1 4 ;) 



• Informal Support 

• Formal Support 
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Skilk for Effectively 
Communicating with Families 



Listening 
SkiUs 



Focusing and following what a family member 
has to say 



Reflecting 
Feelings 



The ability to accurately and sensitively identify 
and relfect a family member's feelings 



Reflecting 
Content 



The ability to restate the content of a family 
member's message briefly and concisely 



Effective 
Questioning 



Structuring questions in a way that promotes 
understanding of the family (assessment) and 
decision making (goal setting) ^ 5 4 




PHASES OF interview: 



PURPOSES 



1. Preliminary Phase 

Planning to Meet 



2. Introductoiy Phase 

Joining tiie Familg 



3. Inventory Phase 

Understanding the Family 



4. Goal Setting Phase 

Helping the Familg Make 
Choices 



Prepare for family interview by identifying topics 
that could be covered 
Arrange family interview 



Create an environment where family feels 
supported 

Build rapport with family 



Identify each family member's definition of family 
needs, family strengths, and family resources 



Establish family goals & child goals 
Prioritize goals 

Establish a plan of action for reaching goals 



5. Closure Phase 

Saying ""Good-bye for Now 



n 



Recognize family's effort 

Provide opportunity for family to discuss concerns 
(about the interview process, confidentially, et^^ 




■v.m 




Data collection 
& management 




Negotiating 
complicated institutional systems 
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Definition of 
Service Cooirdination Under Part H 



Service Coordination is an active, ongoing prcKess that involves— 

(i) Assisting parent of eligible children in goining access to the early 

intervention services and other services identified in the indi- 
vidualized family service plan; 

(ii) Coordinating the provision of early intervention services and other 

services (such as medical services for other than diagnostic and 
evaluation purposes) that the child needs or is being provided; 

(iii) Facilitating the timely delivery of available services; and 

(iv) Continuously seeking the appropriate services and situations 
necessary to benefit the development of each child being served for 
the duration of the child's eligibility. 

^Federal Register, 54, p. 26311, Sec. 303.6 [a] [3]). 



The Service Coorination Syste 
in Early Intervention 




"A State's policies and procedures for implementing the statewide 
system of early intervention services must be designed and 
implemented to ensure that service coordinators are to effectively 
carry out on an interagency basis the functions and services listed 

9 0* 

{Federal Register, 54, p. 26311). 



"Functions are not subject to fees. [They] are required functions that 
must be carried out at public expense by a State, and for which no 
fees may be charged to parents ..." 

{Federal Register, 54, p. 26326). 
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Family-Centered Practice of 
Service Coordination 
in Earty Intervention 



Part H recognizes the unique and critical role that families play 
in the development of infants and toddlers who are eligible under 
this Part. It is clear, both from the statute and the legislative 
history of the Act, that the Congress intended for families to play 
an active, collaborative role in the planning and provision of early 
intervention services. 

Thus, these regulations . . . should have a positive impact on the 
family, because they strengthen the authority and encourage the 
increased participation of parents in meeting the early interven- 
tion needs of their children. 

-{Federal Register, 54,1989) 
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Service Coordination Activities 
in Early Intervention 



Service Coordination activities include 

(1) Coordinating the performance of evaluations and assessments; 

(2) Facilitating and paurticipating in the development, review, and evaluation of 

individualized family service plans; 

(3) Assisting families in identifying available service providers; 

(4) coordinating and monitoring the delivery of available services; 

(5) Informing families of the availability of advocacy services; 

(6) Coordinating with medical and health pi. oviders; and 

(7) Facilitating the development of a transition plan to preschool services, if 
appropriate (Federal Register, 54, 26311). 

Service coordination is not a static function, nor is it expected to be the same at every 
stage of a child's development or for every family. The assistance that a family 
needs during the neonatal stage of a child's development may be different than 
their needs later in the child's life... Effective service coordination must be 
responsive to individual differences and family needs. 
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Hie Service Coardination Process 
in Early Intervention 
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SIEPSIN 
SERVICE 
CCXMDINATION 
PROCESS 



SERVICE 
COCHKDfNATION 

AcnvmES 



INTERACTIVE 
PROCESSES 



amamcATHm 
h 

OUTflACH 



fVALUATlON 
AT 

SaVia CltiNT LEVEL 



Farent/ 



i 



^itf phnnir^ A tkci^on making 



Comkkr^iom for (ramOkm 



7kMC WgH a RounA, 1991 
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Appendix K 



WORKSHEET: Desired Outcomes of Providing Service Goordinatioii 



Pnr rlilMrMt Mid F«willUi« 



For Sgfvtee ] 



ERIC 
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AppeneSxL 

The Great Debate: 

Directions for a 
Group Exercise 

PStftidpatts win divkte into 3 groiqs and be assi^w^ 
siqqxHting a paitioilar modd or ai^mxadi to sovke a» 

L RESCH^VED: The service coordinator should be en^)loy^ 

prognuiv £Ki selKted friHTi tt% disdi^i(% nM»t to ^ rawd$ (tf 
funiiy. 

II ISS(H<VED: The service coordinator should be indepenckntof the early intervoition 
program. He or ^ should be a "dedicated" servke coonfinator (the role is his/her 
occupatxm), and onpk^ by a s^sarate a^ncy or pinate provider. 

in.RES(XVQ):T}tt service coordinator sdimild be a parnit with espoience raiting a 
cte1d with spedal i^eds. Wl^ther or not the service coordinatDr is employed by, or 
indepcfMtent of the early intervention system, he or she should be a parent, with 
spedal tninir^ to assume this role. 

The Group Task: 

1. Prepare a potitkm »sertit^t}Hiadvaitfa^(tfyour model aral the c(Hiq>arath« 
dis^lvant^es your (^^XH^nti' modeb. itetii«mb^ tills to a debate 
(mlytinKyou(k>fv>tf^toseeaUsid»ofanissiK)!! ReganUessofpenmid 
(^nkMV, you ftmst de^«k>p a clear argument to nit^rt ytm pmss^s as^^ied 
positiffii. 

2. Prepare for the r^nittal round by antidpating ttm short-comings your opponents 
may raise agaii^ your (however wrof^-t^^ted tfKy rnay be) and think 
through a good argument 




3. Select a spoke^ierson to represott^r group's positifHi in thedd»te. OK, OK, if 
everyone is rdt^tant to do it ^<H^, 2 people ojuld be dwsoi. Please (£l^de 
responsbillties. For example, one could present the position and the other could do 
the^uttal. 



The Great Debate: 

r\ Round 1: Positions are presented. 

I speaker (or team) vnll have 5 minutes to assert the advanta^ their model has 
over all othen. 




Round 2: Re^nttal. 

Each specter (or team) ^11 have 5 minutes to challenge tl^ obviously mistaken ideas 
presented by ^rc^^ents. 



Round 3: Large group discussion. (We get to add our **2^ wortit.**) 

ITtK purpose of the discuss^ is to add otlKr per^jedives, synthesize, ami discuss 
impliotions for plannir^ and providli^ uniu coontinatioa 
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Curriculum Materials Evaluation Form 



Name: 

Title: 

Urtver^/TfEanlng Setting: 

Date of OeitHesttng: — 

WJtWn which couree/s: — — . 

Level of course: grac&iate underpafti«e 

1 . What was your overall reaction to the materials? (Circle one) 

1 2 3 4 5 

veiy positive positive neutral negative very negative 

?.. Please place a chedt next to the modules listed below if you used any part of 
them: 

#1 #4 #7 #10 

#2 #5 #8 #11 

#3 #8 #9 

3. Please rank the extent to which the following components were useful: 

not at all somewhat vary 



Components useful useful useful 



student objectives 




2 


3 


4 


5 


student activities 




2 


3 


4 


5 


reatSngs/refereiwes 




2 


3 


4 


5 


overheads 




2 


3 


4 


5 


evalu^lon measures 




2 




4 


5 


other curriculum info 












(t)acfcgft>und, etc.) 


1 


2 


3 


4 


5 



4. Do you plan to use the materials (In any form) again? 
yes 

c»ily smaU potUcms of ma^ais (please 8st) 



no plans to use materials £^n 

5. Would you recommend their use for anyone else? 

yes ((toase specify): 

maybe (plei»e specify): _. 

6. Please use the bad( of this sheet for any comments you have related to this 
currloilum or this topic. Thank you I 

Please return to: Pam WInton, Ph.D., Carolina Institute for Research on Infant Personnel 
Preparation, Frarft Porter Graham Child Development Center, C8 #8180, UNC-CH, Ch^l HIH. 
NC 27599-8180. 
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